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NOTE: In the regulation text that is noted under the followlragys : F540, F584, F62623,

F625, F757, F774, F842, and F868, there were mitexhnical inaccuracies (spelling, cress
references, etc.) in the 2016 Final Rule that updated the Requirements of Particifaton.

effort to ensure clarity of understanding of the guidance, the instructions to surveyors, and the
determining of compliace, we have made the appropriate correction in this guidance document.
This document is not intended to replace, modify or otherwise amend the regulatory text. Such
revisions, modifications or amendments can only be made through a Correction Noticeror oth
rulemaking that would be published in the Federal Register.

F540
8483.5 Definitions.
As used in this subpart, the following definitions apply:

Abuse. Abuse is the willful infliction of injury, unreasonable confinement, intimidation, or
punishment withresulting physical harm, pain or mental anguish. Abuse also includes the
deprivation by an individual, including a caretaker, of goods or services that are necessary to
attain or maintain physical, mental, and psychosocial wieling. Instances of abusef all
residents, irrespective of any mental or physical condition, cause physical harm, pain or
mental anguish. It includes verbal abuse, sexual abuse, physical abuse, and mental abuse
including abuse facilitated or enabled through the use of technologyllfW, as used in this
definition of abuse, means the individual must have acted deliberately, not that the individual
must have intended to inflict injury or harm.

Adverse event. An adverse event is an untoward, undesirable, and usually unanticipaed ev
that causes death or serious injury, or the risk thereof.

Common area. Common areas are areas in the facility where residents may gather together
with other residents, visitors, and staffor engage in individual pursuits, apart from their
residential rooms. This includes but is not limited to living rooms, dining rooausjvity

rooms, outdoor areasand meeting rooms where residents are located on a regular basis.

Composite distinct part.

(1) Definition. A composite distinct part is a distinct part consisting of two or more non
contiguous components that are not located within the same campus, as defined in
8413.65(a)(2) of this chapter.

(2) Requirements. In addition to meeting the requirenents ofspecified in the definition of
Adi stinct parto of this section, a composite
requirements:

(i) A SNF or NF that is a composite of more than one location will be treated as a single
distinct part of the institution of which it is a distinct part. As such, the composite
distinct part will have only one provider agreement and only one provider number.

(i) If two or more institutions (each with a distinct part SNF or NF) undergo a change
of ownership, CMS must approve the existing SNFs or NFs as meeting the
requirements before they are considered a composite distinct part of a single
institution. In making such a determination, CMS considers whether its approval or
disapproval of a composite distinct part pranotes the effective and efficient use of
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public monies without sacrificing the quality of care. If there is a change of
ownership of a composite distinct part SNF or NF, the assignment of the provider
agreement to the new owner will apply to all of the apved locations that comprise
the composite distinct part SNF or NF.

(iif) To ensure quality of care and quality of life for all residents, the various
components of a composite distinct part must meet all of the requirements for
participation independently in each location.

(iv) To ensure quality of care and quality of life for all residents, the various
components of ecomposite distinct partmust meet all of therequirements for
participation independently in each location.

(v) Use of composite distinct parts to segregate residents by payment source drasisa
other than @are needs is prohibited.

Distinct part

(1) Definition. A distinct part SNF or NF is physically distinguishable from the larger
institution or institutional complex that houses it, meets the requirements of this
paragraph and of paragraph (2) of thisdefinition, and meets the applicable statutory
requirements for SNFs or NFs in sections 1819 or 1919 of the Act, respectively. A
distinct part SNF or NF may be comprised of one or more buildings or designated parts
of buildings (that is, wings, wards, offloors) that are: In the same physical area
immediately adjacent to the institution's main buildings; other areas and structures
that are not strictly contiguous to the main buildings but are located within close
proximity of the main buildings; and any aher areas that CMS determines on an
individual basis, to be part of the institution's campus. A distinct part must include all
of the beds within the designated area, and cannot consist of a random collection of
individual rooms or beds that are scatterd throughout the physical plant. The term

Adi stinct parto also includes a composite
requirements specified in the definition

(2) Requirements. In addition to meeting thearticipation requirements for long-term care
facilities set forth elsewhere in this subpart, a distinct part SNF or NF must meet all of
the following requirements:

() The SNF or NF must be operated under common ownership and control (that is,
common gowernance) by the institution of which it is a distinct part, as evidenced by
the following:

(A) The SNF or NF is wholly owned by the institution of which it is a distinct part.

(B) The SNF or NF is subject to the bylaws and operating decisions of common
governing body.

(C)The institution of which the SNF or NF is a distinct part has final responsibility

for the distinct partés administrative

di

of

de

approval for the distinct partébés personne

(D) The SNF or NF functions as an integral and subordinate part of the institution
of which it is a distinct part, with significant common resource usage of
buildings, equipment, personnel, and services.

(i The administrator of the SNF or NF reports to and is directly accoumtable to the
management of the institution of which the SNF or NF is a distinct part.


https://www.law.cornell.edu/definitions/index.php?width=840&height=800&iframe=true&def_id=5db9bd40ffd784b4552b8e6624578853&term_occur=8&term_src=Title:42:Chapter:IV:Subchapter:G:Part:483:Subpart:B:483.5
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(i) The SNF or NF must have a designated medical director who is responsible for
implementing care policies and coordinating medical care, and who is directly
accountable to the management of the institution of which it is a distinct part.

(iv) The SNF or NF is financially integrated with the institution of which it is a distinct
part, as evidenced by the sharing of income and expenses with that institution, and
the reporting of its costs on that institu

(v) A single institution can have a maximum of only one distinct part SNF and one
distinct part NF.

(vi) (A) An institution cannot designate a distinct part SNF or NF, but instead must
submit a written request with documentation that demonstrates it meets the criteria
set forth above to CMS to determine if it may be considered a distinct part.

(B) The effective date of approval of a distinct part is the date that CMS determines
all requirements (including enrollment with the fiscal intermediary (Fl)) are met
for approval, and cannot be made retroactive.

(C) The institution must request approval from CMS for all proposed changes in the
number of beds in the approved distinct part.

Exploitation. Exploitation means taking advantage of a resident for personal gain through the
use of manipulation, intimidation, threats, or coercion.

Facility defined. For purposes of this subpart, facility means a skilled nursing facility (SNF)

that meets the requirenents of section s1819(a), (b), (c), and (d) of the Act, or a nursing

facility (NF) that meets the requirements of sections 1919(a), (b), (c), and (d) of the Act.
AFacilityod may include a distinct part of an
section and specified in 8440.40 and 8440.155 of this chapter), but does not include an

institution for individuals with intellectual disabilities or persons with related conditions

described in 8440.150 of this chapter. For Medicare and Medicaid purposé@scluding
eligibility, coverage, certification, and pay
participates in the program, whether that entity is comprised of all of, or a distinct part of,

a larger institution. For Medicare, an SNF (see sectioh819(a)(1) of the Act), and for

Medicaid, and NF (see section 1919(a)(1) of the Act) may not be an institution for mental

diseases as defined in 8435.1010 of this chapter.

Fully sprinklered. A fully sprinklered long term care facility is one that has allareas

sprinklered in accordance with National Fire
|l nstallation of Sprinkler Systemso without th
System.

Licensed health professional. A licensed health professiasa physician; physician
assistant; nurse practitioner; physical, speech, or occupational therapist; physical or
occupational therapy assistant; registered professional nurse; licensed practical nurse; or
licensed or certified social worker; or registeteespiratory therapist or certified respiratory
therapy technician.

Major modification means the modification of more than 50 percent, or more than 4,500
square feet, of the smoke compartment.
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Misappropriation of resident property means the deliberaiesplacement, exploitation, or
wrongful, temporary, or permanent wuse of a
residentds consent .

Mistreatment means inappropriate treatment or exploitation of a resident.

Neglect is the failure of the facility, itemployees or service providers to provide goods and
services to a resident that are necessary to avoid physical harm, pain, mental anguish, or
emotional distress.

Nurse aide. A nurse aide is any individual providing nursing or nursinglated services to
residents in a facility. This term may also include an individual who provides these services
through an agency or under a contract with the facility, but is not a licensed health
professional, a registered dietitian, or someone who volunteers to prauda services

without pay. Nurse aides do not include those individuals who furnish services to residents
only as paid feeding assistants as defined in 8488.301 of this chapter.

Personcentered care. For purposes of this subpart, pers@mtered careneans to focus on
the resident as the locus of control and support the resident in making their own choices and
having control over their daily lives.

Resident representative. For purposes of this subpart, the term resident representative means
any of thefollowing:

(1) An individual chosen by the resident to act on behalf of the resident in order to support
the resident in decisiormaking; access medical, social or other personal information
of the resident; manage financial matters; or receive notifiicats;

(2) A person authorized by State or Federal law (including but not limited to agents under
power of attorney, representative payees, and other fiduciaries) to act on behalf of the
resident in order to support the resident in decisioraking; access mdical, social or
other personal information of the resident; manage financial matters; or receive
notifications; or

(3) Legal representative, as used in section 712 of the Older Americans Act; or

(4) The courtappointed guardian or conservator of a resitte

(5) Nothing in this rule is intended to expand the scope of authority of any resident
representative beyond that authority specifically authorized by the resident, State or
Federal law, or a court of competent jurisdiction.

Sexual abuse is nowonsensial sexual contact of any type with a resident.
Transfer and discharge includes movement of a resident to a bed outside of the certified
facility whether that bed is in the same physical plant or not. Transfer and discharge does not

refer to movement of aesident to a bed within the same certified facility.

F550
§483.1@a) Resident Rights.
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The resident has a right to a dignified existence, setfetermination, and communication
with and access to persons and services inside and outside the facilitg/uding those
specified in this section.

8483.10(a)(1A facility must treat each resident with respect and dignity and care for each

residentin a manner andin an environment that promotes maintenance or enhancemeift

his or herquality of life,r ecogni zi ng each residentdos i1individ
and promote the rights of the resident.

8483.10(a)(2) The facility must provide equal access to quality care regardless of diagnosis,
severity of condition, or payment source. A facilityust establish and maintain identical
policies and practices regarding transfer, discharge, and the provision of services under the
State plan for all residents regardless of payment source.

§483.10(b)Exercise ofRights.
The resident has the right to &ercise his or her rights as a resident of the facility and as a
citizen or resident of the United States.

8483.10(b)(1) The facility must ensure that the resident can exercise his or her rights without
interference, coercion, discrimination, or reprisélom the facility.

§483.10(b{2) The resident has the right to be free of interference, coercion, discrimination,
and reprisal from the facility in exercising his or her rightsand to be supported by the
facility in the exercise of his or her rights agquired under this subpart.

INTENT 88483.10(a)b)(1)&(2)

All residents have rights guaranteed to them under Federal and State laws and regulations. This
regulation is intended to lay the foundation for the resident rights requirements Htelong

carefacilities. Each resident has the right to be treated with dignity and respgdcactivities

and interactions with residents by any staff, temporary agency staff or volunteers must focus on
assising theresidentn maintainng and enhaniag his or he seltesteem and selforthand

i ncorporating the residenWHesproviding aaresand sgvicesf er e n
staff must respecteachresde 6 s 1 ndi v i dhormrdandtvalue tharsnputve | | as

GUIDANCE 88483.10(a)b)(1)&(2)
Examplesof treating residents with dignity and respect include, but are not limited to:
1 Encouraging and assisting residents to dress in their own clothiesr than hospital
type gowns, and appropriate footwear the time of day and individual preésces;
1 Placing labelsoreach r esi dent 6s isintoospidubun auedpacts s way t
or her dignity {or exampleplacing labeling on the inside of shoes and clotlingsing
a color coding system
1 Promoting resident independence and dignityle dining, such as avoiig:
o Daily use ofdisposablecutlery and dishware;
o Bibsor clothing protectors instead of napkins (except by resident choice);
o Staff $anding over residents while assisting them to eat;
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o Staff nteracting/conversing only with efa other rather than with residents while
assistingvith meals;

T Protecti ng an dprivate spaceffr gxampkelknocking antdsods and
requesting permissidmefore enteringclosing doors as requested by the resident

1 Staff shouldaddress residents withenameor pronounof t he r esi dent 6s cl
avoidngtheus e of | abel s f or aresivdeRekidsnissould h as i
notbeexclucedfrom conversationduring activities or when care is being provided, nor
should $aff discuss residents settings wherethers can overhear private or protected
informationor document in charts/electronic health records where others can see a
residentoés information

1 Refraining from practices demeaning to residents sutkeasigurinary catheter bags
uncovered, refusing to clathpdmgssistande durimy r esi d
meal times, and restricting residents from use of common areas open to the general public
such as lobbies and restrooms, unless they are on temsniiased isolation
precautions or are restricted according to their care planned needs.

Consider the resident 6 dentifiedftreouch thgirlassesamerd per s on e
processe$o obtain a picture dfiis or herindividual needs and preferees.

Staff and volunteers must interact with residem@mannerthat takes into account the physical
limitations of the resident, assures communication, and maintains réspeekample, getting
down to eye level with a resident who is sittinggintaining eye contact whepeaking witta
resident with limited hearingr utilizing a hearing amplification devicghen needed by a
resident

Pay close attention to resident or staff interactions that may represent deliberate actions to limit
aresiknt s autonomy or choice. These actions me
for guidance.

The facilitymust notestablish policies or practices thaamper, compel, treat differently, or
retaliate against a resident for exercising his or her rights.

Justice Involved Residents
AJusti ce i nviocludesthe folfowirsyithcke categories:

1. Residents under the care of law enforcemeResidents who have been taken into
custody by law enforcement. Law enforcement includes local and state police, sheriffs,
federal law enforcement agents, and other deputies charged with enforcing the law.

2. Residents under community supervisioResiderd who are on parole, on probation, or
required to conditions of ongoing supervision and treatment as an alternative to criminal
prosecution by a court of law.

3. Inmates of a public institution:Residents currently in custody and held involuntarily
through operation of law enforcement authorities in an institution, which is the
responsibility of a governmental unit or over which a governmental unit exercises
administrative control, such as state or federal prisons, local jails, detention facilities, or
other penal settings (such as boot camps, wilderness camps).
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Justice involved individuals are entitled to the same rights described in 42 CFR Part 483,

Subpart B as all other residents residing in the facility. The facility shall not establish policies or
impose conditions on the justice involved resident that result in restrictions which violate the
residentds rights. Some Department of Correct
placement may conflict with CMS requirements. If the facility accegp®nsibility for

enforcing restrictive law enforcement terms applied to a resident that are contrary to the
Requirements for LTC Facilities, the facility would not be in compliance with federal long term

care requirements. In addition, law enforcemenisgictions may not be integrated with the

operations of the facility.

While all portions of 42 CFR Part 483, Subpart B, apply to justice involved individuals, other
areas where there may be concerns specific to this population are found at §483.12, F600,
Abuse, Neglect, and Exploitation and 8483.15(c), F622, Transfer and discharge. In such a case,
surveyors should cite under the specific tag associated with the concern identified. For example,
if there is a concern about a facility restricting visitorsagtistice involved individual, cite such
deficiency under 8483.10(f)(4)(vi), F564, Resident Right to Visitors.

See Survey & Certification Memorandum2BALL dated May 3, 2016 (Revised 12/23/16) for
additional guidance on justice involved individuals.

PROCEDURES8483.10(a)(b)(1)&(2)

Deficient practices cited under Resident rights tags may also have negative psychosocial
outcomes for the residerfihe survey team must consider the potential for both physical and
psychosocial harm when determining thepmeand severity of deficiencies related to dignity.
Refer to the Psychosocial Outcome Severity Guide in Appendix P.

Surveyors shall make frequent observations on different shifts, units, floors or neighborhoods to
watch interactions between and amonsgidents and staff. If there are concerns that staff or
others are not treating a resident with digni
autonomy or freedom of choice, follays as appropriate by interviewing the resident, family, or
resident representative.

1 Observe if staff show respect for each resident and treat themradividual.

T Do st aff respond in a timely manner to the
1 Do staffexplain to the resident what casebeing providear where they are taking the

resident?l s the residentds appearance consi sten
manner that maintains his or her digriity

Do staff know the residentds specific need
Do staff make efforts to understand the preferences of those residents, who are not able

to verbalize them, due to cognitive or physical limitations?

= =

Determine if staff members respond to residents with cognitive impairmeatsianner that
facilitates communication andllows the resident the time to respond appropriat&lgr
example, a resident with dementia may be attempting to exit the buildinghe intento meet
herhis children at the school busValking with the resident without challeng or disputing the
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residentds intent and conversing with the res
may reassurthe resident in a manner consistent with the requirements of 483.10(a) and (b)

Examples of noncompliance may inclulolet, are not limited to:

1 Aresident has not been treated equally as compared to others based on his or her
diagnosis, severity of condition, or payment source.

1 Prohibiting a residenfrom participatng in group activitiesas a form of reprisal or
discrimingion. This includes prohibiting a resident from group activities without clinical
justification or evalwuation of the.impact

T A residentdés rights, not addressedngel sewhe
or freedom of movement outside the facility in the absence of a legitimate clinical need)
are impeded in some way by facility staff.

1 Requiring residents to seek approvaptst, communicate aistribute information about
the facility (for example, stdal media, letters to the editor of a newspaper).

1 Acting on behalf of the pertinent law enforcement or criminal justice supervisory
authority by enforcing supervisory conditions or reporting violations of those conditions
to officials for justice involve residents.

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION

For deficiencies regarding lack of visual privacy for a resident while that resident is receiving
treatment olADL care from staff in the bedroom, bathroom, or bathing ro@fer to
8483.10(e)F583 Privacy and Confidentiality

For deficiencies r eg adetdrininagon o make decistbesmtiodt things a ¢ k
that are important in his or her life, refer §8483.10(f)(1)(3), (8), F561, Seltletermination.

For deficienciesrelatd t o f ai |l ur e t o kteethpingermits,ihdreand so6 f ace
clothing clean, refer t§483.24(a)(2), F67,7Activities of Daily Living (ADLS).

If there are indications that a resident is in a secured/locked area without a clinical justifica
and/or placement is against the will of the resident, their family, and/or resident representative,
review regulatory requirements at 8483.12 and 8483.12(a), F603, Involuntary Seclusion

F551
8483.10(b)(3)n the case of a resident who has not been adjudged incompeténtthe state
court, the resident has the right to designate a representaiivaccordance with State law
and any legal surrogatesod e si gnat ed may exercise nhe reside
provided by state law. The samesex spouse of a resident must be afforded treatment equal to
that afforded to an oppositeex spouse if the marriage was valid in the jurisdiction in which it
was celebrated.
(i) The resident representative hastherighto exer ci se the resident 0s
those rights are delegated to the representative.
(i) The resident retains the right to exercise those rights not delegated to a resident
representative, including the right to revoke a delegation of rigletscept as limited by
State law.
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8483.10(b)(4) The facility must treat the decisions of a resident representative as the decisions
of the resident to the extent required by the court or delegated by the resident, in accordance
with applicable law.

8483.1D(b)(5) The facility shall not extend the resident representative the right to make
decisions on behalf of the resident beyond the extent required by the court or delegated by the
resident, in accordance with applicable law.

8483.10(b)(6) If the facilityhas reason to believe that a resident representative is making
decisions or taking actions that are not in the best interests of a resident, the facility shall
report such concerns when and in the manner required under State law.

8483.10(b)(7)n the caseof a resident adjudged incompetent under the laws of a State by a
court of competent jurisdiction, the rights of the residentdevolve to andre exercised bythe

residentrepresentatva pp oi nt ed under State | awlhdcourtact on

appointed resident representative exercises
by a court of competent jurisdiction, in accordance with State law.
() In the case of a resident representative whose decisi@king authority is limited by
State law or court appointment, the resident retains the right to make those decisions
out side the representativedbds authority.
(ii1) The residentds wishes and preferences
the representative.
(i) To the extert practicable, the resident must be provided with opportunities to

participate in the care planning process.

DEFINITIONS §8483.10(b)(3)7)
ACourt of ¢ omp eneaasmahy cpun with thelauthority to meaér and determine a
case or suit with the matter in question.

AiResident representatiod-or purposes of this subpart, the term resident representative may
mean any of the following

1. Anindividual chosen by the resident to act on behalf of the resident in order to support
the resident in decisiemaking; access medical, social or other personal information of
the resident; manage financial matters; or receive notifications;

2. A person authorized by State or Federal law (including but not limited to agents under
power of attorney, representative payees, and other fiduciaries) to act on behalf of the
resident in order to support the resident in decisioaking; access medical, soca
other personal information of the resident; manage financial matters; or receive
notifications; or

3. Legal representative, as used in section 712 of the Older Americans Act; or

4. The courtappointed guardian or conservator of a resident.

5. Nothing in this rule is intended to expand the scope of authority of any resident
representative beyond that authority specifically authorized by the resident, State or
Federal law, or a court of competent jurisdiction.

n
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GUIDANCE 8§8483.10(b)(3)7)

Whenrefee nce i s made tGaoidaficeieakso refersid ady person whb may,

under State | aw, act on the residentodés behalf
That person is referred to as the resident representative. If the residdmgem formally

declared incompetent by a court, the representative ismeter the court appoin{&r example,

a guardian or conservajor

A competentesident may wish to delegate decismaking to specific persons, or the resident

and family may have agreed among themselves on a deonsikimg process. To the degree
permitted by State law, the facilisgaffmust respect theelegated resident represnt at i ve 0 s
decisions regardingthe e s i d e nt 0O wefevencestselsng asrnhd resident representative

is acting within the scope of authority contemplated by the agreement authorizing the person to
act as the residentods representative

In the cas®f a resident who has been formally declared incompetent by a @@antyt
appointed resident representative may be assigned. Facility staff must confer with the appointed
resident representative.

State laws and court orders authorizing guardians, eoretors, etc., vary considerably. Many
statutes and court orders limit the scope of the authority of the representative to act on behalf of
the resident.

Facility staff must obt arepresehtativeasteentdeegatdden t h a't
necessary authority o e x er ci s e t dnemustvery thatea cdurppointed g h't s
representative has the necessary authority for the decsa&mg at issues determined by the

court. For example, a cougtppointedepresentativenight hawe the power to make financial

decisions, but not health care decisioAsiditionally, the facility must make reasonable efforts

to ensure that it has access to documentation of any change related to the delegajtus,of

i ncluding a residentdébegavedati ghts, to ensur
are being upheld.

Whether a resident has or has not been judged incompetent by a court of law, if it is determined

that the resident understands the risks, benefits, and alternatives to proposed health care and
expresses a preference, t maderedtitdtreedagressi dent 6 s w
practicable, including resident input into the care planning process.

The involvement of a representative does not relieve fasititjof their duty to protect and

promote the residentodos interests. For exampl
that a treatment be performed that is not medically appropriatgecta treatmenthat may be

subject to Stataw. Surveyorsnust onfirm delegation of resident rights to a resident

representative. Surveyors must also determine, through interview and record reviews, whether or
not the residentédés delegation of rights has b

I f a r esi de nis@dsamaeegpouseshe or she muste treated the same as an
opposites e x spouse with regard to exercising the
U.S.  (2015), the Supreme Court of the United States also ruled that all States musterecogniz
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a marriage between two people of the same sex when their marriage was lawfully licensed and
performed oubf-state.

PROCEDURES§483.10(b)(3)X7)

Surveyors must check whether there has been a delegation of resident rights or designation of a
residentrepresentative. Surveyors must also determine, through interview and record reviews,
whet her or not the residentdés del egation of

Determine through interview and record review if the resident has been fountetyabiy
incompetent by a court in accordance with state law.

If yes:
1 Verify the appropriate legal documentation for a ceappointed resident representative

i's present in the residentdés medical recor

1 Review court orders or other legal documentatioddtermine the extent of the court

appointed resident representativeds author

andany limitations on that authority that may have been ordered by the court.
1 Determine if the courappointed representative is kiag decisions for the resident

beyond the scope of t he -makingautheribeindtihee pr esent

facility is relying on that authority as the basis of a practice (e.g., health care treatment,
managing resident funds, discharge decisidh¥o, a deficiency may be cited under this
regulation.

1 Determine if the resident was involved in care planning activities and able to make
choices, to the extent possible.

1 Observe resident cam@nd daily activities (e.g., participation in activitiesy fadherence

to resideapPsei mred ome ¢ i dgealschoices,pndesent at i v e

preferences. Even when there is a cappointed resident representative, the facility
should seek to understand the rbagei dent 6s
honored them to the extent legally possible.

If no:

91 Determine how decisions are being made for the resident. Does the resident maintain all
of his/her rights, even if he/she has designated a representative to assist with decision
making unless aourt has limited those rights under state law, and only to the extent that
has been specified by a court under state law? Has the resident designated a resident
representative and is facility staff respecting the authority of this designate surrogate
decsionrmaker to act on behalf of the resident?

1 Are all residents informed of their plan of care or treatment in the most understandable
manner possible, and given an opportunity to voice their views? Autonomy is also
expressed through gestures and actiors this also should be recognizétksidents
even without capacity or declared incompetent may be able to express their needs and
desires.

1 Determine whether sansex spouses are treated in the same manner as an oppesite
spouse in all states and terriies.

1 If the resident has delegated a resident representative, verify the appropriate

g

documentation is present in the residentoés
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KEY ELEMENTS OF NONCOMPLIANCE88483.10(b)(3X7)
To cite deficient priavedsigatorwilagener&dlpshdw,thatthee sur ve
facility failed to do any one or more of the following:
1 Ensure acompetent esi dent 6s choice foar a representa
1 Ensure that treatment of a safrsex spouse was the same as treatment of an opgesite
spousepr
1 Ensure the resident representative did not make decisions beyond the extent allowed by
the court or delegated by the resideot;
T Ensure the residentds wishes and preferenc
by the resident represeattive; or
1 Ensure the decisions of the resident representative are given the same consideration as if
the resident made the decision themseloes;
f Honor the residentdéds authority to exercise
delegated those rightincluding the right to revoke a delegation of riglus;
1 Ensure the resident representative was reported as State law required when not acting in
the best interest of the resideant;
1 Ensure a resident who was found incompetent by the court is pravittedpportunities
to participate in the care planning process.

F552

§483.10(c)Planning and Implementing Care.

The resident has the right to be informed of, and participate in, his or her treatment
including:

8483.10(c)(1)rhe right to be fully informed in language that he or she can understand of
his or her total health status, including but not limited to, his or her medical condition.

§483.10(c)(4)The right to be informed, in advance of the careto be furnished and ta type
of care giver or professional that will furnish care.

8483.10(c)(5) The right to be informed in advance, by the physician or other practitioner or
professional, of the risks and benefits of proposed care, of treatment and treatment
alternatives ortreatment options and to choose the alternative or option he or she prefers.

DEFINITIONS 8483.10(c)(1), (4)(5)

ATot al h e mdlutlek furecttorzal statsisp nutritional status, rehabilitation and restorative
potential, ability to participate in activities, cognitive status, oral health status, psychosocial
status, and sensory and physical impairments.

A Tr e a trefestda medicatare, nursing care, and interventiopsovided to maintain or
restore health and webeing, improve functional level, or relieve symptoms.

GUIDANCE 88483.10(c)(1), (4§5)
Healthinformationand servicesnust beprovidedin waysthatare easy fothe resident and/or
t he r esi de n ttdusderstang. rTRisirelodgsattsinot lenited to, communicating in
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plain language, explaining technical and medical terminology in a way that makes sense to the
resident, offering language assistancevgzes to residents who have limited English proficiency,
and providing qualified sign language interpreters or auxiliary aids if hearing is impaired. This
does not mean that a facility is required to supply and pay for hearing aids.

Thephysician or othepractitioner or professionamustinform theresidentor their

representative in advance of treatment risks and benefits, options, and alternatives. The
informationshould becommunicated at times it would be most useful to them, such as when
they are egressing concerns, raising questiamsyhen a change in treatment is being
proposedThe resident or resident representative has the right to choose the option he or she
prefers.

Discussion and documentation of the resident's choices regarding fualiredage may take
place during the development of the initial comprehensive assessment and care plan and
periodically thereafter.

NOTE: While surveyors must only cite F552 when deficient practice is found related to
applicable program requirements asflected in the CFR, the following information may
inform surveyors about important considerations in making compliance decidibes.
Federal Patient SelfDetermination Act contained in Public Law 188 is the authority on
an i ndi vi duailityresponsibiftipstredatec taddancedirectives. This
includes, the right of an individual to direct his or her own medical treatment, including
withholding or withdrawing lifesustaining treatmentf there are concerns with advance
directivesrefer to §483.10(g)(12), F578.

See 8483.21(a), F655 (Baseline Care Plans), Comprehensive Reeswered Care Planning,
for additional guidance.

F553
§483.10(c)(2)rhe right to participate in the development and implementation of his or her
personicentered plan of care, including but not limited to:

(i) The right to participate in the planning process, including the right to identify
individuals or roles to be included in the planning process, the right to request
meetings and the right to request revia®to the persoftentered plan of care.

(i) The right to participate in establishing the expected goals and outcomes of care, the
type, amount, frequency, and duration of care, and any other factors related to the
effectiveness of the plan of care.

(i) The right to be informed, in advance, of changew® the plan of care.

(iv) The right to receive the services and/or items included in the plan of care.

(v) The right to see the care plan, including the right to sign after significant changes to
the plan ofcare.

8483.1(c)(3) The facility shall inform the resident of the right to participate in his or her
treatment and shall support the resident in this right. The planning process fust

(i) Facilitate the inclusion of the resident and/or resident represaite.

(i)l nclude an assessment of the residentods

St
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(iii) I ncorporate the residentdés personal an
care.

INTENT 8483.10(c)(2X3)

To ensure facility staff facilitates the inclusion of the resident or resident representative in all

aspects of persecentered care planning and that this planning includes the provision of

services to enable the resident to live with dignity and suppote r esi dent 6 s goal s
preferences including, but not limited to, goals related to the their daily routines and goals to
potentially return to a community setting.

GUIDANCE 8§483.10(c)(2X3)

Residentsand their representative(s)ust beafforded the opportunitio participate in their care
planning procesand to be included idecisions and changes in careatmentandbr
interventions This applies both to initial decisions about care and treatment, as well as the
refusal of care or ¢gatmentFacility staff must support and encoueggarticipationin the care
planning procesd.his may include ensuring thegsidents, families, or representatives
understand theomprehensiveare planning processolding care planning meetings at the time
of day when a resident is functioning besbviding sufficient notice in advance of the meeting,
scheduling these meetings to accommodate a re
meeting iRperson, 1a a conference call, or video conferencinandplanning enough time for
information exchange and decision making.

A resident has the right &elect orefuse specific treatments options before the care plan is
instituted,based on the information prioled as required unde§8483.10(c)(1), (4)5), F552

Whil e Federal regulations affirm a residentads
treatment, the regulations do metjuire the facility to providspecific medical interventiaror

treatmens requested by the resident, family, and/or resident representhav¢ther e si dent 0 s
physiciandeems inappropriateor t he resi dent 6s medical condi't

A resident whose ability to make decisions about care and treatment is impaired, or & residen
who has been declared incompetent by a court, must, to the extent practicable, be kept informed
and be consulted on personal preferences.

The resident has the right to see the care plan and sign after significant changes are made.

PROCEDURES88483.10¢)(2)-(3)
During observations, interviews, and record reviews, surveyors must:
1 Interview the resident, and/or his or her representative to determine the level of
participation in care planning.
Identify ways staff involve residents and/or thiepresentative(s) in care planning.
Determine if care plan meetings are scheduled to accommodate residents and/or their
representative.
1 Determine how facility staff addressed questions or concerns raised by a resident or his
or her representative, includinif they are addresseat times when it would be beneficial
to the resident, such as when they are expressing concerns or raising questions.

)l
)l
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1 Determine if the resident and representative were unable to particgidt&cility staff
consult them in advaecaboutcare and treatment changes.

1 Interview staff to determine how they inform residents or their representative of their
rights and incorporate their personal preferences, choices, and goals into their care
plan.

1 When the resident request is somethivgg facility staff feels would place the individual
at risk (i.e., the resident chooses not to use the walker, recommended by therapy), is there
a process in place to examine the risk/benefit and guide decrsa&mng?

T Review the r esi todetarnine if facditg stadf emdluded ancassesdment
of the residentdéds strengths and needs and
personal and cultural preferences, were incorporated when developing his or her care
plan.

1 Determine how facility staff observes and responds to thevexdyal communication of a
resident who is unable to verbalize preferences (i.e., if the resident spits out food, is this
considered to be a choice and alternative meal options offered).

POTENTIAL TAGS FOR ADDITIONAL CONSIDERATION

If facility staff do not provide access to the care plan within 24 hours (excluding weekends and
holidays) or provide, if requested, a copy of the care plan in written or electronic form within
two working days of theequest, se€8483.10(g)(2X3), F573, Right to Access/Purchase Copies
of Records.

If facility staff do not provide a summary of the baseline care plan to the resident and their
representative, see 8483.21(a), F655, Baseline Care Plans.

Also refer t08483.21(b), F656, Comprehensive Care Plans for more information on Care Plans.

F554
8483.1(c)(7) The right toselfadminister medicationdf the interdisciplinary team, as
defined by 848321(b)(2)(ii), has determined that this practiceis clinically appropriate.

GUIDANCE 8§483.10(c)(7)

If a resident requests selfadministermedication(s)it is the responsibility of the
interdisciplinary teanilDT) (as defined in §483.21(b), F657, Comprehensive Care Plans)
determine that it is safe before the residew@rcise that right. A resident may only self
administer medications after tHeT has determinedhich medications may be self
administered.

When determining if sefdministration is clinically appropate for a resident, the IDT should
at a minimum consider the following:
1 The medications appropriate and safe for-seliinistration;
T The residentédés physical capacity to swall
bottles;
T The r esi de statud, smcludioggheir abilitymcecorrectly name their medications
and know what conditions they are taken for;

(0]
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T The residentdés capability to follow direct
need to be taken;

T The resident 6s c tanpfor thérneedictionsriheyoafe takings t r u c
including the dose, timing, and signs of side effects, and when to report to facility staff.

T The residentdos ability to understand what
taken by staff to educate whigms occurs.
T The residentdés ability to ensure that medi

Appropriate notation of these determinatiomsstbedocumented n t he medii dent 6s
record andcare plan.If a resident is seladministering medidai on, r evi ew t he res
to verify that this decision was made by the IDT, including the resitliea@tdecision that a

resident has the ability to seliminister medication is subject to periodgsessmery the

IDT, based on change the res i d emedicéland decisiormakingstatus. If self

administration is determined not to be safe, the IDT should consider, based on the assessment of
the residentdés abilities, options that all ow
administrationof their medications to the extent that is safe (i.e., the resident may be assessed as
not able to selbdminister their medications because they are not able to manage a locked box in
their room, but they may be able to get the medications from the atuasesignated location

and then safely sefdminister them).

Medication errors occurring with residents who satiminister should not be counted in the
facilityds medicati on e r§48845(f)l)&756 ang483U5B(Houl d n
F760, Medication ErrorsHowever, thisnaycall into question the judgmeat facility staffin

allowing selfadministratiorof medicatiorfor that resident.

PROCEDURES AND PROBES483.10(c)(7)
Determine that facility staff have a process to demonstratahibaesident has taken the self
administered medication.

1 Ask residents if they requested to-selininister medications and if they received a
response.
How do staff determine if a resident is able to safelyas#tfinister medications?
If theinterdisciplinary team has determined that the resident can safelgdraihister
medications, was this request honored?

T
T

If the interdisciplinary team was not involved in determining whether thadeilinistration of
medications was clinicallgppropriate, cite here at F554. If other concerns related to care
planning are identifiedsee guidance at 8483.2Z1omprehensive Persgbentered Care
Planning.

F555
8483.10(d)Choice of Attending Physician.
The resident has the right to choosais or her attending physician.

8483.10(d)(1) The physician must be licensed to practice, and
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8483.10(d)(2) If the physician chosen by the resident refuses to or does not meet requirements
specified in this part, the facility may seek alternate physician paptition as specified in
paragraphs (d)(4) and (5) of this section to assure provision of appropriate and adequate care
and treatment.

§483.10(d)(3)The facility must ensure thateach residentemains informedof the name,
specialty, and way of contacting the physiciaand other primary care professionals
responsible for his or her care.

8483.10(d)(4) The facility must inform the resident if the facility determines that the physician

chosen by the resident imable or unwilling to meet requirements specified in this part and

the facility seeks alternate physician participation to assure provision of appropriate and

adequate care and treatment. The facility must discuss the alternative physician participation

with the resident and honor the residentds pr e

8483.10(d)(5) If the resident subsequently selects another attending physician who meets the
requirements specified in this part, the facility must honor that choice.

DEFINIT IONS §8§483.10(d)(1)5)

AAtt endi n grefgrstoythe primaryaphysiciamhois responsible for managing the
residentdéds medical care. This does not includ
periodically, such as specialists.

GUIDANCE 8§8483.10(d)(1)X5)

The right to choose a personal physician does not mean that a resident is required to do so. It also
does not mean that the physician the resident chose is obligated to provide service to the resident.

If a resident or his or her repsentative declines to designate a personal physiciaieor
physician of the r es ithdierespodsilitieshsepecsiednng488.20j | s t o
F710, Physician Services, or elsewhere as required in these reguldicitisy staffmaychoose

another physiciam f t er 1 nf orming the residBefore or the re
consulting an alternate physician, the medical directast have a discussion withe attending

physician. Only after a failed attempt to work with the atieg physician or mediate
differencesnayfacility staffrequest an alternate physician.

Facility staffmay not interfere in the process by which a resident chooses his or her physician. If

a resident does not have a physician, or i f t
to continue providing care to the resident, facityffmustassist he r esi dent or t he
representative in finding a replacement.

If it is a condition for admission toraursing home contained within ao@tinuingCare
RetirementCommunity CCRC),the requirement for free choice is met if a resident chooses a
personal physician from among those who have practice privileges@CRE

A resident in a distinct part of a general acute care hospital may choose his or her own physician.
If the hospital requires that physicianko superviseesidents in the disict part have
privileges, then the resident cannot choose a physician who lacks them.
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PROBES§483.10(d)(1:X5)
1 Through interviews with facility staff and residents and/or their representatives,
determine how residents or their representative are inforofi@hd are supported in:
o His or her right to choose a physician;
o0 How to contact their physician and other primary care professionals responsible for
their care;
o His or her options to choose afternate physician or other primary care
professional.
9 If his or her physician is unable or not willing to provide necessary care and services,
determine if facility staff worked with the resident to choose another physician.

F556
This tag number is in reserve for future use and there will be no citations untertag.

F557
§483.10(eRespect and Dignity.
The resident has a right to be treated with respect and dignity, including:

§483.10(e)(2) The right to retain anagise personal possessionscluding furnishings, and
clothing, as space permits, unlessdo so would infringe upon the rights or health and safety
of other residents.

INTENT 8483.10(e)(2)
Al residentsd possessions, regardless of the
respect.

GUIDANCE 8483.10(e)(2)
The right to retain and use personal possesgsionsotes a homelike environment and supports
each resident in maintaining their independence.

|l f residentsd rooms have f éarfamiiessron al possess
representative(s), as welsthe local ombudsman if:

1 Residents are encouraged to have and to use trem;

1 Residents may choose to retain personal possessions.

PROCEDURESS8483.10(e)(2)

If facility staff refused to allow a resident to retain his or her personal possessiat@mnae if

such a restriction was appropriate due to insufficient space, protection of health and safety, and
maintaining other resident rights, and whether the reason for the restriction was communicated
to the resident.

Examples of noncompliance mayglude, but are not limited to:
1 Residents, their representatives, or family members have been discouraged from bringing
personal items to the facility.
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1 A decision to refuse to allow a resident to retain any personal belongings was not based
on space limitaons or on a determination that the rights, health or safety of other
residents would be infringed.

F558

8483.10(e)(3) The right teeside and receive services in the facility with reasonable
accommodation ofresidentneeds and preferences except wheéado so would endangeahe
health or safety of theresidentor other residents.

INTENT 8483.10(e)(3)
The accommodation of resident needs and preferences is essential to creating an individualized,
homelike environment.

DEFINITIONS 8483.10(e)(3)
fiIReasonable accommodationofe si dent needsmeaannds ptrheef efraecniclei stoy
il ndividual i ze the residentds physical environ

GUIDANCE 8483.10(e)(3)

Reasonable accommodationéd resident needs and preferendéesludes but is notimited to,
individualizingt he physical environment of the residen
individualizingcommon living areaas much as feasiblé.hese reasonable accommodations

maybe directed toward assisting the resident in maintaimagpa achieving independent

functioning, dignity,andwelbb ei ng t o t he extent possible in a
needs and preferences.

The environment must reflect theique needs and preferencésach residerto the extent
reasonablend does not endanger the health or safety of individuals or other residents.

Common areas frequented by residesfitsuld accommodatee s i dent sdé physi cal I
Furnishings in common areemsye nhance residentsd abidngeti es to
Residenseatingshould haveppropriate seat height, depth, firmness, and with arms that assist
residents to independently rise to a standing positiamctional furniture must be arranged to
accommodate e s i d e ndnd pheferemcesd s

PROCEDURES8483.10(e)(3)

Observe resideatn their rooms and common areas and interview residghpossible to

determine if their environment accommodsdtesir needs and preferences. Observe

staff/resident interactions to determine if staferactin a manneihat a resident with limited

sight or hearing can see and hear them. Determine if staff keep needed items within the
residentds reach and provide necessaenye assi st
Determine if the resident bdhe call system within reach and is able to use it if desired.

Examples of noncompliance may include, but are not limited to:
1 Storing a wheelchair or other adaptive equipment out of reach of a resident who is
otherwise able to use them independently, such as a wheelchair stored across the room
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for a resident who is able to seéthnsfer or storing eyeglasses out of reach for a
resident.

1 Having areas of worship inaccessible to residents with mobility limitations.

1 Not providing a riser on a toilet to maintain independence.

F559
8483.10(e)(4he right to share a room with his or her spouse when married residents live
in the samefacility and both spouses consent to the arrangement.

8483.10(e)(5) The right to share a room with his or her roommate of choice when practicable,
when both residents live in the same facility and both residents consent to the arrangement.

8483.10(e(6) The right to receivewritten notice, including the reason for the changdefore
the residentds room or roommate in the facild.i

GUIDANCE 8§483.10(e)(4)6)

Residents have the right to share a room with whomever they wish, as long as both residents are
in agreement. These arrangements could include oppssitand samsex married couples or
domestic partners, siblings, or friends.

There are some limitatiento these rights. Residents do not have the right to demand that a
current roommate is displaced in order to accommodate the couple that wishes to room together.
In addition, residents arpot able to share a room if one of tieeidentshas a differenpayment

source for which the facility is not certified (if the room is in a distinct paifte facility unless

one of theesidentslects to payrivatelyfor his or her carejr one of the individuals is not

eligible to reside in a nursing home

Mov ng to a new room or changing roommates | S
preferences should be taken into account when considering such chaviges.a resideris

being moved at the requestfacility staff the resident, family, and/or residerepresentative

must receive aexplanaon in writing of why thenoveis required. Theesident shouldbe

providedthe opportunity to see the new locatioreet the new roommate, and ask questions

about the move.

A resident receiving a new roommate shdutdjiven as muchadvancenoticeas possible. The
residentshouldbe supporedwhen aroommate passeway by providing time to adjust before
moving another person into the room. The length of time needed to mdjysliffer depending
upon the residentacility staffshould provide necessary social services for a resident who is
grieving over the death of a roommate.

If the survey team identifies potential compliance issues related to social services, refer t
8§48340(d), F745Social Services.

F560
8483.10(e)(7rhe right to refuse to transfer to another room in the facility, if the purpose
of the transfer is:
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(i) to relocatea resident of a SNF from the distinct part of the institution that is a SNF
to a part of the institution that is not a SNF, or

(i) to relocatea resident of a NF from the distinct part of the institution that is a NF to a
distinct part of the institution that is a SNF.

(ii) solely for the convenience of staff.

8483.10(e)(8A resident's exercise of the right to refuse transfer does not affect the
resident's eligibility or entitlement to Medicare or Medicaid benefits.

DEFINITIONS 8§483.10(e)(78)

iCampUeder A413.65(a)(2), o0Campus means the p
providerdés main buildings, other areas and st
buildings but are located within 250 yards of the main buildiags, any other areas determined

on an individual case basi s, by the CMS regio

AComposi t e :tnder848h5c a commpasitetdistinct part is a type of distinct part SNF
or NF consisting of two or momoncontiguous components that are not located within the same
campus, as that term is defined in 8413.65(a)(2).

ADi st i n &tistitigpart SBIF or NF is part of a larger institution or institutional

complex.The distinct part SNF or NF is physitatistinguishable from the larger institution or

complex and may be comprised of one or more buildings or parts of buildings (such as wings,

wards, or floors). Distincpart SNFs or NFs must be immediately adjacent or in close proximity

to the institutio® s mai n bui |l di ngs. CMS may deter mi ne, C
are part of the institutionds campus and cons
part SNF or NF must include all of the beds within the designated area, and canst of a

random collection of individual rooms or beds that are scattered throughout the physical plant.

The term Adistinct parto also includes compos
requirements specific to distinct part SNFs or NFs are doatrg483.5.

GUIDANCE 8483.10(e)(7X8)

A resident can decline relocation from aroominiones t | distinct partSNFsor NFto a

roomin another n s t i distinct partSNFsor NFfor purposes of obtaining Medicare or

Medicaid eligibility. Facility staff are responsible for notifying the resident or resident

representative of changes in eligibility for Medicare or Medicaid covered services and of what

the resident 6s f i n alfitheresidentis egnable torpay fobtheeevides, may b
then after giving the residentiaschargenotice,the resident may lteansferedor discharge

under the provisions of 848%(b), F621, Equal Access to Quality Care.

When a resident occupies a bed in a distinct part NRglattified toparticipate in Medicaid
onlyand not in Medicare, he or she may not be moved involuntarilsequired to be moved by
the State) from that distinct part N& another part of thierger institution(e.g., hospital or
intermediate care facility for indivighls with intellectual disabilitieghat houses the distinct
part solely for the purpose of assuriafgibility for Medicare payments. Such moves are only
appropriateonly when they occur at the request of a resident.
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A resident also has the right tefuse transfer if that transfer is solely for the convenience of
staff. For example, a resident may experience a change in condition that requires additional
care. Facility staff may wish to move the resident to another room with other residents who
require a similar level of services, because it is easier for staff to care for residents with similar
needs. The resident would have the right to stay in his or her room and refuse this transfer.

PROBES§483.10(e)(7(8)
For residents moved between Medicaréedicaid approved distinct parts:
1 Was the resident moved to a different room because of a change in paymenbisource
staff convenience

1 Did facility staffgive the resident the opportunity to refuse the transfer?

POTENTIAL TAGS FOR ADDITIONAL CONSIDERATION
1 42CFR 8483.10(e)(6), F559, Notification of Roommate Change.
o Determine if the resident received prior notification of a room change.
1 42 CFR 8483.10(g)(17), F582, Medicare/Medicaid Coverage.
o Determine if the resident was notified of changesligibility for Medicare or
Medi caid covered services, what the resid
their appeal rights.
1 For additional guidance regarding admission to, discharges, or transfers from a SNF or
NF, including beehold policies ad therapeutic leave, see §483.15, F620 Admission,
Transfer, and Discharge Rights.

F561

8483.10(f) SeHdetermination.

The resident has the right to and the facility must promote and facilitate resident self
determination through support of residerhoice, including but not limited to the rights
specified in paragraphs (f)(1) through (11) of this section.

§483.10(f)(1) The resident has a right élhoose activities, schedulgscluding sleeping and
waking times) health care andproviders of healthcare servicegonsistent with his or her
interests, assessments, and plan of care anther applicable provisions of this part.

§483.10(f)(2) The resident has a right make choices about aspects of his or her life in the
facility that are significant to the resident.

8483.10(f)(3) The resident has a right tateract with members of the communityand
participate in community activitieboth inside and outside the facility.

8483.10(f)(8) The resident has a right to participate in other activities, idahg social,
religious, and community activities that do not interfere with the rights of other residents
in the facility.
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INTENT 8483.10(f)(1)(3), (8)

The intent of this requirement is émsurethateach resident hathe opportunityto exercise his
or her autonomy regardirigose things that arenportantin his or her life. This includes the
resident interests and preferences.

GUIDANCE 8483.10(f)(1)(3), (8)

It is importantfor residens to havea choiceabout which activities &y participate in, whether

they are part of the formal activities program or-silécted. Additionally,a r esi dent 6 s ne
and choices for how he or she spends time, both inside and outside the facility, should also be
supported and accommodated, to éxéent possiblencluding making transportation

arrangements.

Residents have the right tbooseheir schedules, consistent with their interests, assessments
andcareplans. Thisincludes but is not limited tpchoicesaboutthe schedules that are

important to the resident, such as waking, eating, bathing, and going to bed aChigiots

about schedules and ensuring that residents are able to get enough sleep is an important
contributor to overall health and welieing.Residentsalsohave the right to choose health care
schedules consistent with their interests and preferences)fandationshouldbe gatheed to
proactively assistesidents with the fulfillment of their choic&sacilities must not develop a
scheduledr care, such as waking or bathing schedules, for staff convenience and without the
input of the residents.

Examples that demonstrate the support and accommodation of resident goals, preferences, and
choices include, but are not limited to:

1 If aresidentshares that attendance at family gatherings or external community events is
of interest to them, the residentds goal s
accommodated, to the extent possible.

1 If aresident mentions that his or her therapy is scheduldidestime of a favorite
television program, the residentods prefere
possible.

1 If aresident refuses a bath because he or she prefers a shower or a different bathing
method, such as-bed bathing, prefers to bathé adifferent time of day or on a
different day, does not feel well that day, is uneasy about the aide assigned to help or is
worried about falling, the residentods pref

PROCEDURES88483.10(f)(1)(3), (8)

During interviews withresidents or their family and/or representative(s), determine if they are
given the opportunity to choose and whether facility staff accommodate his or her preferences
for:

Activities that interest them;

Their sleep cycles;

Their bathing times and methqds

Their eating schedule;

Their health care options; and

Any other area significant to the resident.

= =4 =8 -8 8 -9
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location of that information. Interview facility staff totdemine how they sought information

from the residentodos family and/ or representat
choices for residents who are unable to expre

preferences should be accommodatethbifity staff and reflected through adjustments in the
care plan.

Ask the social worker or other appropriate staff how they help residents pursue activities outside

the facility.

Examples of noncompliance may include, but are not limited to:

T
T
)l
T
)l

Residents are not given the opportunity to choose activities that interest them.

Facility staff have a set schedule for waking residents or putting residents in bed, without

consideration of resident preference.
Facility staff have a practice of showeriali residents when a bath is available and
preferred by a resident.

Residents are not afforded the opportunity to choose among offered healthcare options.

Restriction of any one of these rights are placed on any resident, including a justice
involved resiént solely based on their status as a justice involved individual, without
consideration of how exercising their rights affected the rights of other residents.

POTENTIAL TAGS FOR ADDITIONAL CONSIDERATION

T

1
T
T

F562

If other concerns are identified regarding justiogolved residents, see 8483.10(a),
F550, Resident Rights for further guidance.

Forissuesregardimy r esi dent 6 s ac cseer8488@e)(3)Fs68 o f
For issues related to resident visitation, see 88483.10(f)(4¥ij)F563.

Ifitisdet er mined a residentdés preferences
insufficient numbers of staff or staff competencies, see 8483.35(a), F725, Sufficient
Nursing Staff

§483.10(f)(4)(1)The facility must provide immediate access to anyasident by:
(A) Any representative of the Secretary,
(B) Any representative of the State,
(C) Any representative of the Office of ti&tate long term care ombudsman, (established

(D) The residentds individual physician,

under section712 of the Older Americans Act of 1965as amended 2016 (42 U.S.C.
3001 et seq.),

(E) Any representative of thprotection and advocacy systemss designated by the state,

and asestablished under the Developmental Disabilities Assistance and Bill of
Rights Act of 2000 (42 U.S.C. 15001 et seq),

(F) Any representative of thagency responsible for the protection and advocacy system

for individuals with mental disorder(establishedunder the Protection and Advocacy
for Mentally Il Individuals Act of 2000 (42 U.S.C. 10801 et seq.), and

(G) The resident representative.

need

S
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GUIDANCE 8483.10(f)(4)(i)

The facility must provide i mmediate access to
representative, and various state and federal officials and organizations as outlined in the

regulation, which would include state and federal surveyors.

Surveyors are considered representatives of the Secretary and/or the State. Facility staff cannot
prohibit surveyors from talking to residents, family members, and resident representatives.

NOTE: I f facility staff attempt to interfere wi
ability to gather necessary information to determine compliance wghirements, surveyors
should consult with the CMS Regional Office.

F563
8483.10(f)(4) The resident has a right to receive visitors of his or her choosing at the time of
his or her choosing, subject t capptichbée,andersai dent 6

manner that does not impose on the rights of another resident.
(i) The facility must provide immediate access to a resideninpediate family and
other relatives of the residentsubjecttotha esi dent 6s ri ght to den\
consent at any time;
(i) The facility must provide immediate access to a resident by others who are visiting
with the consent of the residensubject to reasonablelinical and safetyrestrictions
and the residentdés right nytime;deny or withdr
(iv) The facility must provide reasonable access to a resident by any entity or individual
that provides health, social, legal, or other services to the resident, subject to the
residentdéds right to deny aod withdraw conse
(v) Thefacility must have written policies and procedures regarding the visitation rights of
residents, including those setting forth any clinically necessary or reasonable
restriction or limitation or safety restriction or limitation, when such limitations may
apply consistent with the requirements of this subpart, that the facility may need to
place on such rights and the reasons for the clinical or safety restriction or limitation.

DEFINITIONS 8483.10(f)(4)(ii}(v)

fiReasonableclinical and safetyr e st r iicrtcilondsed a faci |l i bryds pol ic
practicesthat protect théealth andsecurity of all residentsnd staff. These may include, but

are not be limited to:

1 Restrictions placed to prevent commuasociated infection or communidaliisease
transmissiontotheresidena r esi dent 6s ri sk factors for |
immunocompromised condition) or current health state (e.g-péfifi care) should be
considered when restricting visitors. In general, visitors with signs and eymsif a
transmissible infection (e.g., a visitor is febrile and exhibiting signs and symptoms of an
influenzalike iliness) should defer visitation until he or she is no longer potentially
infectious (e.g., 24 hours after resolution of fever without ireijic medication).If
deferral cannot occur such as the case of-efilife, the visitor should follow respiratory
hygiene/cough etiquette as well as other infection prevention and control practices such
as appropriate hand hygiene.
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1 Keeping the faciliy lockedor securecat nightwith a system in place for allowing
visitors approved by the resident

1 Denying access or providing limited and supervised access to an individual if that
individual is suspected of abusing, exploiting, or coercing a resident until an
investigation into the allegation has been completellasrbeerioundto be abusing,
exploiting, or coercing a resident;

1 Denying access to individuals who have been found to have baenitting criminal
acts such as theft; or

1 Denying access to individuals who are inebriatedisruptive.

GUIDANCE 8§483.10(f)(4)(ii}(v)

For purposes of this regulation, immediate family is not restricted to individuals united by blood,
adoptive,omar i t al ties, or a Stateds common | aw eq
there are many types of families, each of which being equally viable as a supportive, caring unit.

For example, it might also include a foster family where one or mark sefves as a temporary

guardian for one or more children to whom they may or may not be biologically related.

Residents have the right to define their family. During the admissions process, facility staff

should discuss this issue with the residehthéd resident is unable to express or communicate

whom they identify as family, facility staff

Resi dent 6s fam@ not dubject oeisitingechows limitations or other restrictioots
imposel by the residentWith the consent of the resident, facilities must providé@dr access
to other norrelative visitorssubject to reasonable clinical and safety restrictions.

If these visitation rights infringe upon the rights of other residéatsljty staff must find a
| ocation ot her than a residentdéds room for Vi s

| ate evening when the residentds roommate i s
other than their shared room $loat the roommate is not disturbed.

Individuals who provide health, social, legal, or other services to the resident have the right of
reasonable access to the resideatility staff must provide space and privacy for such visits.

PROCEDURES8483.10f)(4)(ii)-(v)
1 Through interviews with residents, their representative, family members, visitors and
others as permitted under this requirement, determine ifkhew that they are able to
visit 24-hours a day, subjectto r e s i d e and reasonablestrictiors as defined

above.
T Review the facilityds written visitation p
support the residentdés right to visitors a

visitors may be restricted due to clinical safety concerns.
1 If a concern is identifigdnterview facility stafto determine how they ensure-Bduror
immediate accesas permitted under these requirements.

Examples of noncompliance may include, but are not limited to:
1 Facility staffrestrictvs i t or s according to the facilityo



Effective November 28, 2017

1 Facility staff restrict the rights of a resident to receive visitors, even though this would
not affect the rights of other residents.

1 Facility staff restrict visitors based on expressed wishes ofdividual who is a health
care power of attorney who does not have the authority to restrict visitation.

1 A posting or inclusion in the resident handbook or other information provided by the
facility, of visiting hours not in compliance with this regulatio

F564
8483.10(f)(4)(vi) A facility must meet the following requirements:

(A) Inform each resident (or resident representative, where appropriate) of his or her
visitation rights and related facility policy and procedures, including any clinical or
safety restriction or limitation on such rights, consistent with the requiremeoftshis
subpart, the reasons for the restriction or limitation, and to whom the restrictions
apply, when he or she is informed of his or her other rights under this section.

(B) Inform each resident of the right, subject to his or her consent, to rectieevisitors
whom he or she designates, including, but not limited to, a spouse (including a-same
sex spouse), a domestic partner (including a sasee& domestic partner), another
family member, or a friend, and his or her right to withdraw or deny suckmsent at
any time.

(C) Not restrict, limit, or otherwise deny visitation privileges on the basis of race, color,
national origin, religion, sex, gender identity, sexual orientation, or disability.

(D) Ensure that all visitors enjoy full and equal visitatn privileges consistent with
resident preferences.

GUIDANCE 8§483.10(f)(4)(vi)

All residents have the right to visitors in accordance to their preferences. The facility policy for
restricting or limiting visitors must be communicated to the residenmiliations are placed on

a residentdos visitation rights, the clinical
individuals the restriction applies to must be communicated to the resident or resident
representative in a manner he or she untiergs.

Facility staff may not place limitations on a resident based solely on their status as a justice
involved resident or as a part of restrictive law enforcement requirements, such as conditions of
probation or parole. See 8483.10(a), F550, Resiéglhts for guidance on justice involved
residents.

PROCEDURES8483.10(f)(4)(vi)

Through interviews with residents and/or their representatives, determine how they were
informed of their visitation rights and related policies and procedures, includingripet to
consent to receive or deny visitors he or she designates, any clinical or safety restriction, or
limitation on such rights imposed by the facility.

Determine if the facility has ensured visitation rights consistent with resident preference.
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Examples of noncompliance may include, but are not limited to:

1 Prohibiting a resident from having visits from his or her spouse or domestic partner,
including a samesex spouse or partner.

1 Facility staff did not inform a resident, the family, and/or resident representative of their
visitation rights, including any restrictions or limitations of these rights that may be
imposed by the facility or the resident, the family, and/or residenéseptative;

1 Facility staff denied, l i mited or restrict
their choices, even though there were no clinical or safety reasons for doing so.

F565
§483.10(f)(5)The resident has a right to organize and participte in resident groups in the
facility.

() The facility must provide a resident or family group, if one exists, with private space;
and take reasonable steps, with the approval of the group, to make residents and family
members aware of upcoming meetinigsa timely manner.

(i) Staff, visitors, or other guestsnay attendresident group or family groupmeetings
only at the respectivagroup's invitation.

(i) The facility must provide a designated staff persomvho is approved by the resident
or family group and the facility and who isesponsible for providing assistance and
responding to written requests that result from group meetings.

(iv) The facility must considerthe viewsof a resident or family grou@nd actpromptly
upon the grievances and recommaetations of such groupsconcerningissues of
resident care and life in the facility.

(A) The facility must be able to demonstrate their response and rationale for such
response.

(B) This should not be construed to mean that the facility must implement as
recommended every request of the resident or family group.

8483.10(f)(6) The resident has a right to participate in family groups.

8483.10(f)(7) The resident has a right to hafaamily member(s) or other resident
representative(sineet in the facility with the families or resident representative(sf other
residents in the facility.

DEFINITIONS 8483.10(f)(53(7)
A residentorf ami | 'y igr alegd ned as a group of resident
that meets regularly to:
9 Discussandoffes uggesti ons about facility policies
care, treatment, and quality of life;
Support each other;
Plan resident and family activities;
Participate in educational activities; or
For any other purpose.

= =4 =4 =4



Effective November 28, 2017

GUIDANCE 8483.10(H)(5)(7)

This requirement does not require that residents organize a resident or family group. However,
whenever residents or their families wish to orgartizeymustbe ableto do so without
interference.Additionally,theymustbe provided space, privacyor meetings, and staff support.

The designated staff person responsible for assistance and liaison between the group and the
facilitydés admini st r atmagatiendathe dneeting gnlyivitdieéyr st af f
the resident or family group. €hresident or family group may meet without staff preSJéra

groups should determine how frequently they meet.

Facility staff arerequired taconsiderresident and family grougiewsandact upongrievances
and recommendationBacility staffmust considetheserecommendations and attempt to
accommodatéem to the extent practicablé his may includeevelopingor changing policies
affecting resident care and lif€acility staffshould discusis decisionsvith the resident and/or
family groupand document in writing its response and rationale as required WRIGFR
8483.10(j), F585, Grievances.

PROCEDURES8483.10(H)(5)(7)
During the entrance interview, determine:
1 If there is a resident or family group;
1 Who the resident or familgpresentative is for each of these groups; and,
1 Who the designated staff person is for assisting and working with each of these groups.

If residents or their families attempted to organize a group and were unsuccessful, why?

Through interviews with theepresentatives for the resident and family groups and staff
designated for assisting and working with these groups, determine:
1 Are groups able to meet without staff present unless desired?
1 If a resident wants a family member present during a resglenip meeting, how is this
handled? Facility staff should not require said family member to leave the group
meeting, without the permission of the group.
1 How views, grievances or recommendations from these groups are considered, addressed
and acted uporand,
1 How facility staff provide responses, actions, and rationale to the groups.

Examples of noncompliance may include, but are not limited to:
1 Facility staff impede or prevent residents or family members ability to meet or organize a
resident or familygroup;
Resident and/or families were not always informed in advance of upcoming meetings.
Facility staff impede with meetings and/or operations of family or resident council by
mandating that they have a staff person in the room during meetings oriagsagstaff
person to liaise with the council that is not agreeable to the council;
Private meeting space for these groups is not provided,;
The views, grievances or recommendations from these groups have not been considered
or acted upon by facility staff
1 Facility staff does not provide these groups with responses, actions, and rationale taken
regarding their concerns;

)l
)l
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1 Facility staff are not able to demonstrate their response and rationale to grievances;
1 Facility staff prevent family members or represgives from meeting with those of
another resident.

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION
For concerns regarding the handling of individual grievances, refer to 8483.10(j), F585,
Grievances.

F566
§483.10(f)(9)The resident has a right to choose or refuse to perform services for the facility
and the facility must not require a resident to perform services for the facility. The resident
may perform services for the facility, if he or she chooses, whén
()Thefaci |l ity has documented the residentos
care;
(i) The plan specifies the nature of the services performed and whether the services are
voluntary or paid;
(i) Compensation for paid services is at or above prevailing rates; and
(iv) The resident agrees to the work arrangement described in the plan of care.

DEFINITIONS §483.10(f)(9)
APrevai listhmegvage patd & majority ofworkers in thecommunity surrounding the
facility for the same type, quality, and quantity of work requiring comparable skills.

GUIDANCE 8§483.10(f)(9)

All work or services provided by a resident, whether voluntary or paid, must be part of his/her
careplan. Anywork asignment must be agreedaod negotiatedby the residendr the

resi dent 0s. Thergsidensatso Hasitheirigheto refusestaicipate in these services
or assignmentat any time.

A r es i de notwork or pedagnusersides should tiscussed by the interdisciplinary
teamand be clinicallyand psychologically appropriater the resident

PROCEDURES8483.10()(9)
1 Through interviews with residents, resident representatives, and staff, determine if
residents were given a choice asmoether or not they were willing to perform services.
i1 During observationsnote whetheresidentsare engaged in performing theservices
(such ashousekeeping, laundryjeal set upetc.).

ne

T Review the residentds care plan to ensure

o Thenatue of the services to be provided,
the objectives for this arrangement; and,
0 Whether they are provided voluntarily or paid.

Examples of noncompliance may include, but are not limited to:
1 The resident or his dner representative did not agree to the work arrangements;

n
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T The residentds care plan does not specify
resident or whether or not they are voluntary or paid; or
1 Compensation for paid services is not at or abovegilieg rates.

F567
§483.10(f)(10)The resident hasa right to manage his or her financial affairs. This includes
the right to know, in advance, what charges a facility may impose against a resident's personal
funds.
(i) The facility mustnot require residents to deposit their personal funds with the

facility. If a resident chooses to deposit personal funds with the facitigon written

authorization of a resident,the facility must act as a fiduciary of the resident's funds

and hold, safeguard, manage, rad account for the personal funds of the resident
deposited with the facility, as specified irthis section
(i) Deposit of Funds.

(A) In general: Except as set out in paragraph (f)( 10)(ii)(B) of this sectidhe facility
must deposit any residents' pesonal funds in excess 0$100in an interest
bearing account (or accounts) that is separate from any of the facility's operating
accounts, and that credits all interest earned on resident's funds to that account.
(In pooled accounts, there must be a separate accounting for each resitle
share.) The facility must maintain a resident's personal funds that do not exceed
$100in a norrinterest bearing account, interestbearing account, or petty cash
fund.

(B) Residents whose care is funded by Medicaid: The facility must deposit the
residents' personal funds in excess of $50 in an interest bearing account (or
accounts) that is separate from any of the facility's operating accounts, and that
credits all interest earned on resident's funds to that account. (In pooled accounts,
there must be separate accounting for each resident's share.) The facility must
maintain personal funds that do not exceed $50 in a noninterest bearing account,
interestbearing account, or petty cash fund.

INTENT 8483.210(f)(10)(i)(ii)
To assure residents who haveteorized the facility in writing to manage any personal funds
have ready and reasonable access to those funds.

DEFINITIONS §483.10(f)(10)(i)(ii)

fiHold,sae guar d, man ag e, meansthat the facdity must adt as fiduciary of
the residentds funds and report at | east quar
understandabl e manner . Managing the resident

individual gives to th facility for the sake of providing a resident with a 1oowered service. In
these instances, the facility will provide a receipt to the gift giver and retain a copy.

Al nt er e s meabseaaateiofrraguén equal to or above the rate at local banking institutions
in the area. If pooled accounts are used, interest must be prorated per individual on the basis of
actual earnings or eraf quarter balance.
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GUIDANCE 8483.210(f)(10)(ij(ii)

If a resident or resident representatefsooset o have the facility manag
facility staffmay not refuse to handle these furféscility staff arenot expected to be familiar

with resident assets not on deposit Witk facility.

Pl acement of resident3@.O0pE0.GdonMeticafl esnddnisarof | es
interest bearing account 1s permitted. Thus,
funds, including funds d$100.00 ($50.00 for Medicaid selents)or less, into an interest

bearing account. The law and regulations are intended to assure that residents have access to
$100.00 ($50.00 for Medicaid residenits)cash within a reasonable period of time, when

requested. Requests for less tfan0.00 ($50.00 for Medicaid residenstjould be honored

within the same day. Requests $3100.00 ($50.00 for Medicaid residenés)more should be

honored within three banking days. Although the facility need not maiti4if.00 ($50.00 for

Medicaid regdents)per resident on its premises, it is expected to maintain amounts of petty cash

on hand that may be required by residents.

If pooled accounts are used, interest must be prorated per individual on the basis of actual
earnings or endf quarter balace.

Residents should have access to petty cash on an ongoing basis and be able to arrange for access
to larger funds. Although the facility need not maintal®0.00 ($50.00 for Medicaid residents)

per resident on its premises, it is expected to maiptgtity cash on hant honor resident

requests

Resident requests for access to their funds should be honored by $aeffias soon as possible
but no later than:

1 The same day for amounts less tBan0.00 ($50.00 for Medicaid residents)

1 Three bankinglays for amountsf $100.00 ($50.00 for Medicaid residers)more.

Residents may make requests that the facility temporarily place their funds in a safe place,
without authorizing the facility to manage those funidse facility must have a system to
document the date, time, amount, and who the funds were received from or dispersed to.

The facilitymusthave systems in plate safeguard against armisappropriationofa e s i dent 6 s
funds.

NOTE: Banks may charge the resident a fee for handling their famdigass this fee on to
the resident(s) Facilities may not charge reside
because the services are covered by Medicare or Medicaid by t he facil it
diemrate Monies due residents should be credited to their respective bank accounts
within a few business days.

PROCEDURESE8483.10(f)(10)(i(ii)
Interview:
1 Residents and/or their representatives to determine if they have experienced problems
withthef aci | it yds management of their personal
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1 Residents and/or their representatives to determine if they have ready access to their
personal funds.

T Facility staff to determine how they manag
funds.

To assure fatity staff are not using oral requests by residents as a way to avoid obtaining

written authorization to hol d, manage, safeqgu
1 Facility staff provide the resident a receipt for these funds and retains a caoipy for
records.

Review the facility records for residents selected for a comprehensive review who have
authorized the facility to handle their personal funds.
T Are residentsdé6 funds over $d00.dWO0 (&S 0f DO |
option, al resident funds, in an interest bearing account(s)?
What procedure was followed when residents requested their funds?
How long does it take for residents to receive: (a) petty cash allotments; (b) funds
needing to be withdrawn from bank accounts?

1 Were limts placed on amounts that could be withdrawn? If yes, was the reason based on
resident care needs or facility convenience?

1 Are funds records treated with privacy as required at F583?

T
T

Examples of noncompliance may include, but are not limited to:
1 Requiring residents to deposit their personal funds with the facility;
T Not <crediting al/l I nterest earned on a res
1 Disbursingt he resi dentodos funds to anyone without
representissionjveds perm
1 Not providing a resident access to their funds as soon as possible.

F568
§483.10(f)(10)(iii))Accounting and Records.
(A) The facility must establish and maintain a system that assures a full and complete
and separate accounting, according to generally accepted accounting principles, of
each residentds personal funds entrusted t
(B) The system must preclude any commingling of resident funds with facility funds or
with the funds of any person other than another resident.
(C) The individual financial record must be availableto the residenthrough quarterly
statements and upon request.

GUIDANCE 8483.1@f)(10)(iii)

Generally accepted accountipgnciplesmeans that facilitgtaffemploy proper bookkeeping
techniques, by which it can determine, upon request, the amount of individual resident funds and,
in the case of an interest bearing account, how much interest these funds have earned for each
resident, as last reported by thenkiag institution to the facility.

Proper bookkeeping techniques include an individeabrd established for each resident on
which only those transactions involving his or her personal funds are recorded and maintained.
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The record should have informati on when transactions occurred, what they were,
maintain the ongoing balance for every residéitir eachtransaction, the resident should be
given a receipt and the facility retaia copy.

Quarterly statementsustbe provided in writingtotheers i dent or t he resident
within 30 days after the end of the quarter, and upon request.

PROCEDURES8483.1@f)(10)(iii)

Through interviews with the resident or his or her representative, determine how they receive
statements regarding the status of their funds and accounts. If concerns arise based on these

Il nterviews, revi ew t he f ac iadcepted/aécountmgpriripless t o
are followed. Records must show separate accounting for each resident, including the ongoing
balance of each account, as well as the date and amount of any transaction. Additionally, the
facilityds r ecopyotiadl acoounsttansactionsl ude a ¢

Examples of noncompliance may include, but are not limited to evidence that the facility:

1 Does noimaintain a system that assures a complete and separate accounting of each
residentdos personal funds.

1 Comingles residerfunds with facility funds (for example, comingling an activity fund,
volunteer fund, and resident personal funds into one account).

1 Comingles resident funds with those of someone other than a resident, such as a facility
staff member mamergds mmgala frwemsd sd etnhrossugh t he f
personal bank account.

1 Does not provide a financial record or quarterly statement to the resident or his or her
representative.

F569
8483.10(f)(10)(iv) Notice of certain balances.
The facility must notify each resident that receives Medicaid benefiés

(A)When t he amount in the residentébés account
limit for one person, specified in section 1611(a)(3)(B) of the Act; and
(B) That, iftheamounti n t he account, in addition to the

nonexempt resources, reaches the SSI resource limit for one person, the resident
may lose eligibility for Medicaid or SSI.

8483.10(f)(10)(v) Conveyance upon discharge, eviction, or death.

Upon thedischarge, eviction, odeath of a resident with a personal fund deposited with the
facility, the facility must convey within 30
of those funds;to the resident, or in the case of deathe individual or probate jurisdiction

admi ni stering t Imeccordarsce vdtle Stdieasy. est at e,

PROCEDURES8483.1@f)(10)(iv)-(v)
91 As part of closed record review, determine if within 30 daysisifharge, evictionpr
death, facilitystaffconveyedthe e si dent 6 s per sonal funds and
indi vidual or probate jurisdiction adminis
State law.
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1 Through interviews with the resident or his or her representative, determine if they lost
theirSSIo Medi cai d eligibility and whether thi
failure to notify them as required in this regulation.

F570

8483.10(f)(10)(vi) Assurance of financial security.

The facility must purchase a surety bond, or otherwis@rovide assurance satisfactory to
the Secretary, to assure the security of all personal funds of residents deposited with the
facility.

DEFINITION 8§483.1@f)(10)(vi)

fiSurety bondo is an agreement between the principal (the facility), the surety (the insurance
company), and the obligee (depending on State law, either the resident or the State acting on

behalf of the resident), wherein the facility and the insurance company agmegensate the
resident (or the State on behalf of the resid
holds, safeguards, manages, and accounts for.

GUIDANCE 8483.1@f)(10)(vi)

The purpose of the surety bond is to guarantee that the facility will pay the resident (or the State
on behalf of the resident) for losses occurring from any failure by the facility to hold, safeguard,
managepraccount f or t (loeexamgeslasseeoacduréng asfawesutt af acts or
errors of negligence, incompetence, or dishoneskye surety bond protects the resident or the
State, not the facility, from losst differs from a fidelity bond, which covers no acts or errors of
negligenceincompetence, or dishonesty. The surety bond is the commitment of the facility in
an objective manner that the facility will hold, safeguard, manage and accountgersheal

funds residents havieposited witlthe facility. The facility assumes tihesponsibility to
compensate theesident or the Statior the amount of the loss up to the entire amount of the
surety bond.

The surety bond is not limited to personal needs allowance funds. Any resident funds that are
entrusted to the facility for asident must be covered by the surety bond, including refundable
deposit fees.

The facility cannot be named as a beneficiary.

Seltinsurance is not an acceptable alternative to a surety bond. Likewise, funds deposited in
bank accounts protected by thedéral Deposit Insurance Corporation, or similar entity, also are
not acceptable alternatives.

PROCEDURES8483.1@f)(10)(vi)

Through interviews with residents or their representative, determine if they were compensated

for losses occurring from any failure by facility staff to hold, safeguard, manage, or account for

the residentsd funds (for exampl e, | osses occ
incompetence, or dishonesty). If concerns arise based onithesee r vi e ws , review t
records to determine whether these concerns are substantiated.
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I f the State survey agency determines that in
surety bond or its alternative are such that the surveycggamnot determine whether or not the

facility is in compliance with theerequirements, then it would be appropriate to make the
referral to the Stateds fiscal department.

If a corporation has a surety bond that covers all of its facilities, thereddbeal separate

review of the corporationds surety bond by th
department, to ensure that all tthaStateearei dent s
covered against any losses due to acesrars by the corporation or any of its facilities. The

focus of the review should be to ensure that if the corporation were to go bankrupt or otherwise
cease to operate, the funds of the residents

F571

§483.10(f)(11)The facility mustnot impose a charge against the personal funds of a
resident for any item or service for which payment is made under Medicaid or Medicare
(except for applicable deductible and coinsurance amounts).

The facility may charge the resident for requested services that are more expensive than or
in excess of covered services in accordance with 8489.32 of this chapter. (This does not
affect the prohibition on facility charges for items and services for which Medicaid has

paid. See 8447.15 of this chapter, which limits participation in the Medicaid program to
providers who accept, as payment in full, Medicaid payment plus any deductible,
coinsurance, or copayment required by the plan to be paid by the individual.)

(i) Services included in Medicare or Medicaid payment. During the course of a covered
Medicare or Medicaid stay, facilitiesmustnot charge a resident for the following
categories of items and services:

(A) Nursing services as required ag483.35.

(B) Food and Nutrition services as required at 8483.60.

(C) An activities program as required at8483.24(c).

(D) Room/bed maintenance services.

(E) Routine personal hygiene items and services as required to meet the needs of
residents, including, but not limited to, hair hygiene supplies, comb, brush, bath
soap, disinfecting soaps or specialized cleansing agents when indicated to treat
special skin problems or to fight infection, razor, shaving cream, toothbrush,
toothpaste, denture adhesive, denture cleanedgental floss, moisturizing lotion,
tissues, cotton balls, cotton swabs, deodorant, incontinence care and supplies,
sanitary napkins and related supplies, towels, washcloths, hospital gowns, over
the counter drugs, hair and nail hygiene services, bathingssistance and basic
personal laundry.

(F) Medically-related social services as required &483.40(d).

(G) Hospice services elected by the resident and paid for under the Medicare Hospice
Benefit or paid for by Medicaid under a state plan.

(iltemsands er vi ces that may be Pdiagraphse(fdliXiigA)r esi de
through (L) of this sectiorare general categories and examples of items and services
that the facility may charge to resifdent sé
theyar e not required to achieve tifhe goal s st
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facility informs the resident that there will be a charge, and if payment is not made

by Medicare or Medicaid:

(A) Telephone,including a cellular phone.

(B) Television/rado, personal computer or other electronic devifar personal use.

(C) Personal comfort items, including smoking materials, notions and novelties, and
confections.

(D) Cosmetic and grooming items and services in excess of those for which payment
is madeunder Medicaid or Medicare.

(E) Personal clothing.

(F) Personal reading matter.

(F) Gifts purchased on behalf of a resident.

(H) Flowers and plants.

(I) Cost to participate irsocial events and entertainment outside the scope of the
activities program, provided under §483.24(c).

(J) Non-covered special care services such as privately hired nurses or aides.

(K) Private room, except when therapeutically required (for example, islation for
infection control).

(L) Except as provided in (e)(11)(ii))(L)(1) and (2) of this sectiepecially prepared or
alternative food requested instead of the foodnd mealggenerally prepared by
the facility, as required by 8483.60.

(1) The facility may not charge for special foods and meals, including medically

prescribed dietary suppl ement s, ord
assistant, nurse practitioner, or clinical nurse specialist, as these are included
per 8483.60.

(2) In accordance with 8483.60(c) through (f), when preparing foods and meals, a
facility must take into considerat:.
overall cultural and religiousmaker p of the facilityds

(iif) Requests for items and services.

(A) The facility can onlycharge a resident for anynon-coveredtem or serviceif
such item or service is specifically requested by the resident.

(B) The facility must not require a resident to request any item or service as a
condition of admission or catinued stay.

(C) The facility must inform, orally and in writing, the resident requesting an item or
service for which a charge will be made that there will be a charge for the item
or service and what the charge will be.

GUIDANCE 8483.1@f)(11)

Residents must not be charged for universal items suahngsuters, telephones, television
services or other electronic devices, books, magannaewspaper subscriptions intended for
use byall residents

PROCEDURES§483.1(f)(11)
During interviews wth residents or their representatives determine:

1 How and when they were notified by facility staff regarding the items and services that
may not be covered during their stay at the facility.

er ed

on r
pop!
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1 Whether or not they may have been charged for items or seth@ebdlieved were
covered by the facility or their insurer.
statements to determine if they were charged for covered items or services. If charges
found on these statements indicate that residents maygdsad for covered items or
services, determine if these items or services are over and above what is paid by
Medicare or Medicaid.

1 How and when they were informed of any items or services that would be charged to
them before these items or services amjted.

KEY ELEMENTS OF NONCOMPLIANCE8483.1@f)(11)
To cite deficient practice at F571, the surve
facility failed to do one or more of the following:
f Made a charge against farhe residentds perso
o Any item or service covered under Medicare or Medicaid (except for applicable
deductible or coinsurance amountsy;
o Charged a resident for an item or services not required to achieve the goal stated in
the residentds care plan, widoarhout noti fyi
o Charged a resident for any item or serviga covered under Medicare or Medicaid,
but did notinform the resident orally and in writing of the charge;
o Charged a resident for specially prepared or alternative food when:
1 Ordered by a physician or ngphysician practitioneror
1 Prepared in consideration of the resident nesd,
1 Prepared in consideration of the overall cultural and religious magef the
resident populationpr
o Charged a resident for any noncovered item or service when not requested by the
resident;or
1 Made the resident request any item or services as a camaitiadmission or continued
stay.

F572

8483.10(g) Information and Communication.

§483.10(0)(1) The resident has the right to be infornafdis or her rights and of all rules
and regulations governing resident conduct and responsibilities duringis or her stay in
the facility.

8483.10(g)(16) The facility must provide a notice of rights and services to the regidient to
or upon admi ssion and during the residentods s
() The facility must inform the resident both orally and in writing in a language that
the resident understands of his or her rights and all rules and regulations governing
resident conduct and responsibilities during the stay in the facility.
(i) The facility must also provide the resident with the Stataleveloped notice of
Medicaid rights and obligations, if any.
(i) Receipt of such information, and any amendments to it, must be acknowledged in
writing;
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INTENT §483.1(g)(1),(16)

This requirement imtended to assure that each resident knows his or her rights and

responsibilities and that facility staff communicates this information prior to or upon admission,

as appropriate during the residentds stay, an

DEFINITIONS 8483.10(g)(1),(16)
nALl I rul es anelates td&agewnhddedera reguidements dadility policies.

ABot h or al | y meandifairesident can teadramgd anderstand written materials
without assistance, an oral summarynalavith the written document, is acceptable.

Al n a | anguage t hat mdaeverbadysinvdieng,andnm drenaget and s o
that is clear and understandatiieéhe resident and/or his or her representative.

GUIDANCE 8483.1(g)(1),(16)

Any time State or Federal laws regulationsrelating to resident rights or facilifyolicies

change during the residentds stay in the faci
changesn a manner that is clear to the resident

A resident canrtcbe expected to abidey rules he/she has never been told about. Whatever
rulesor policiesthe facility has formalized, and by which it expects residents to abide, should be
included inthe e s | dtatenterst 6f rights and responsibilities.

If aresdentor hi s/ her uwndepstareingf Erglsh or thegpfedominant language of

the facility is inadequate faheir comprehension, a means to communicate information in a

languageor formatfamiliar to the residentr his/her representativeustbe usedThe facility

musthave written translations)cluding Braille,and make the services of an interpreter

availableas neededror those residentshocommunicate in American Sign Language (ASL),

facility staff areexpected to provide an interpreter Lar ge print texts of +th
resident rights and responsibilitiesayalso be made available.

PROCEDURESS8483.10(g)(1)(16)
During interviews, determine:

1 When and how residents or their representatives are informed of their rights, services,
facility policies and procedures, and resident responsibilities;
If this information was provided in a language and format they understood; and,
If facility staff provide ongoing communication to residents about their rights (e.qg.,
through resident and family groups, presentations from representatives of the Office of
the State Longerm Care Ombudsman, posting of information, etc.)?

T
T

F573
8483.10(g(2) The resident ha the right to access personal and medical records pertaining
to him or herself.
(i) The facility must provide the residemtith access to personal and medical records
pertaining to him or herself, upon an oral or written request,in the form and format
requested by the individual, if it is readily producible in such form and format
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(including in an electronic form or format when such records are maintained

electronically), or, if not, in a readable hard copy form or such other foamd format

as agreed to by the facility and the individusjthin 24 hours (excluding weekends

and holidays); and

(i) The facility must allow the resident to obtain a copy of the records or any portions

thereof (including in an electronic form or format when such records are maintained

electronically)upon request and 2 working days advance notice to the facility.HE

facility may impose a reasonable, casased fee on the provision of copies, provided

that the fee includes only the cost of:

(A) Labor for copying the records requested by the individual, whether in paper or
electronic form:;

(B) Supplies for creating the pagy copy or electronic media if the individual requests
that the electronic copy be provided on portable media; and

(C)Postage, when the individual has requested the copy be mailed.

8483.1Qg)(3) With the exception of information described in paragraph$(&) and (g)(11) of

this section, the facility must ensure that information is provided to each resident in a form
and manner the resident can access and understand, including in an alternative format or in a
language that the resident can understand. Suammes that translate information described in
paragraph (g)(2) of this section may be made available to the patient at their request and
expense in accordance with applicable law.

DEFINITIONS §483.10g)(2)-(3)
A R e c ,0inatldes all records, in additioto clinical records, pertaining to the resident, such
as trust fund ledgers pertinent to the resident and contracts between the resident and the facility.

GUIDANCE 8483.1d9g)(2)(3)
An oral request is sufficientto producen e r esi dent 06s recerdferoemiewl and mi

The facility may charge a reasonable, ebased fee for providing a copy of the requested
records, whether in paper or electronic form. This may only include the cost of labor for copying
the recads, supplies for creating the paper copy or electronic media, and postage, if applicable.
Additional fees for locating the records or typing forms/envelopes may not be assessed.

KEY ELEMENTS OF NONCOMPLIANCE8483.1@g)(2)-(3)
To cite deficient practicat F57 3, the surveyorodéds investigat.
facility failed to do one or more of the following:
f Support the residentdés right to acaress his
91 Provide the resident access to his or her personal and medical records within 24 hours
(excluding weekends and holidays) of a written request;
1 Allow the resident to purchase a copy of his or her personal and medical records upon
request and with 2 wonkg days advanced noticer
1 Charge a reasonable, cebased fee, including only the cost of labor, supplies, and
postage involved in providing or sending the personal and medical records requested;
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1 Ensure the information is provided:
o In aform theresident can access and understaod ;
o Inaform and format agreed upon by the facility and the resident.

F574
8483.10(g)(4) The resident has the right to receive notices orally (meaning spoken) and in
writing (including Braille) in a format and a langua@e he or she understands, including:

(i) Required notices as specified in this sectidine facility must furnish to each resident
a written description of legal rights which includesi
(A) A description of the manner of protecting personal funds, under pagraph

() (10) of this section;

(B) A description of the requirements and procedures for establishing eligibility for
Medicaid, including the right to request an assessmeimtf resourcesunder section
1924(c)of the Social Security Act.

(C) A list ofnames, addressegnailing and email),and telephone numbers of all
pertinent Stateregulatory and informational agencigsesidentadvocacy groups
such as theState Survey Agengyhe State licensure office, the Stateong-Term
Care Ombudsman program, theprotection and advocacy agencyadult protective
services where state law provides for jurisdiction in letegm care facilities, the
local contact agency for information about returning to the communégd the
Medicaid Fraud Control Unit; and

(D) A statement that the resident may file a complaint with the Stat&urvey Agency
concerningany suspected violation of state or federal nursing facility regulations,
including but not limited toresident abuse, neglecgxploitation,
misappropriation of resident property in the facility, non-compliance with the
advance directives requirementsind requests for information regarding returning
to the community.

(if) Information and contact information for State and local advocacy organizations
including but not limited to the State Survey Agency, the State Ldreggm Care
Ombudsman program (established under section 712 of the Older Americans Act of
1965, as amended 2016 (42 U.S.C. 3001 et seq) and the protection and advocacy system
(as designated by the state, and atablished under the Developmental Disabilities
Assistance and Bill of Rights Act of 2000 (42 U.S.C. 15001 et seq.)

(iif) Information regarding Medicare and Medicaid eligibility and coverage;

(iv) Contact information for the Aging and Disability Resourcee@ter (established under
Section 202(a)(20)(B)(iii) of the Older Americans Act); or other No Wrong Door
Program;

(v) Contact information for the Medicaid Fraud Control Unit; and

(vi) Information and contact information for filing grievances or complaintncerning
any suspected violation of state or federal nursing facility regulations, including but
not limited to resident abuse, neglect, exploitation, misappropriation of resident
property in the facility, norcompliance with the advance directives retpments and
requests for information regarding returning to the community.
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DEFINITIONS §483.1Qg)(4)
iAOoral | y an dneansif awesident can gead and understand written materials without
assistance, an oral summary, along with the written document, is acceptable.

Al n a | anguage h emeanserisatyen witmg (eclusingdBmaidey &nd in a
languagethat is clear and understandatilehe resident or his or her representative.

GUIDANCE 8§483.1@g)(4)

If aresidenbr hi s or h e underseapdngfE&mglish ax the predomimant language

of the facility is inadequate faheir comprehension, a means to communicate information in a
languageor formatfamiliar to the residertdr his or her representativmustbe usedThe facility
musthave written translationgjcluding Brailleand make the services of an interpreter available

as neededFor those residentgshocommunicate in American Sign Language (ASL), the facility

is expected to provide an interpreter. Large
and responsibilities should also be available.

As part of étermining Medicaid eligibility, at the time of admission, a married couple has the
right to request and have the appropriate St a

During interviews with residents, their representatives and facility staff determine
1 When and how information regarding rights and services are communicated; and

1 If this information was provided in a language and format the resident or representative
understood.

KEY ELEMENTS OF NONCOMPLIANCE§483.1@g)(4)
To cite deficient practice & 574, the surveyor6s investigation
facility failed to do one or more of the following:

f Support the residentédés right to receive no

understandsor
91 Provide a written descriptondafhe r esi dent 6s | egal rights,
o How a residentds pemsonal funds are prot e

o The requirements and procedures for establishing Medicaid eligibility, including the
right to request an assessment of resouroes;
o Alist of names, mailing and erhaddresses, and telephone numbers of all pertinent
State regulatory and informational agencies and advocacy graups;
o Informing the resident of their right to file a complaint with the State survey and
certification agencypr
1 Provide information and agact information for:
o State and local advocacy organizations;
o0 The Aging and Disability Resource Center or other No Wrong Door Program,;
Inform the resident of Medicare and Medicaid eligibility and coverage;
Provide contact information for the Meaiild Fraud Control Unit;or
Provide information and contact information for filing grievances or complaints
concerning any suspected violation of State or Federal nursing facility regulations.

= =2 =
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F575
8483.10(g)(5) The facility must post, in a form and manner accessible and understandable to
residents, resident representatives:
(i) A list of names, addressegnailing and email),and telephone numbers of all
pertinent State agencies an@dvocacy groupssuch as the Stat&urvey Agencythe
State licensure officeadult protective services where state law provides for jurisdiction
in long-term care facilities, the Office of the State Losigerm CareOmbudsman
program, the protection and advocacy network home and community based service
programs, andhe Medicaid Fraud Control Unit; and
(ii) A statement that the resident may file a complaint with the Stat&urvey Agacy
concerningany suspected violation of state or federal nursing facility regulation,
including but not limited toresident abuse, neglecgxploitation, misappropriation of
resident property in the facility, and non-compliance with the advanced directives
requirements (42 CFR part 489 subpart 1) and requests for information regarding
returning to the community.

F576

§483.10(g)(6)The resident has the right to have reasonable access to the use of a telephone,
including TTY and TDD services, and a place in the facivshere calls can be made without
being overheard.This includes the right taetain and use a cellular phone at the resident's
own expense.

8483.10(g)(7) The facility must protect and facilitate that resident's right to communicate with
individuals and entities within and external to the facility, includirmgasonable access to:

() A telephone,including TTY and TDD services;

(i) The internet, to the extent available to the facility; and

(ii) Stationery, postage, writing implementsand the ability to send mail.

8483.10(g)(8)The resident has the right to send and receive maiknd to receive letters,
packages and other materials delivered to the facility for the resident through a means other
than a postal service, including the right to:

(i) Privacy of such communications camstent with this section; and

(i) Access to stationery, postage, and writing implements at the resident's own expense.

8483.10(g)(9) The resident has the right to have reasonable access to and privacy in their use
of electronic communications such as athand video communications and for internet
research.
(i) If the access is available to the facility
(i) At the resident's expense, if any additional expense is incurred by the facility to provide
such access to the resident.
(iif) Such use must complwith State and Federal law.

DEFINITIONS 8483.10(g)(6)(9)

i Re as on ab meansdhatteteghenasymputers and other communication devices are
easiyaccessi ble to residents and ar eabdteésagudhe d
ashearing or vision loss.

t
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ATTY (Tel dDDpd)Tedred ommuni cati onacronyng usede f or t
interchangeably to refer to any type of tbgised telecommunications equipment used by a

person who does not have enough functional hearing to understand speech, even with

amplification.

GUIDANCE 8§483.10(g)(6X9)

Residentaccesstel ephones i n staff aohddoesmotsmeaithe at nur s
provisions of this requirement. Examples of facility accommodations to provide reasonable

access to the use of a telephone without being overheard include providing cordlessdslephon

or having telephone jacks in residentso rooms

The facility is responsible for providing reasonable access to the internet to the extent it is
available onsiteComputers in public areas for general use must be located in a manner to
protect residenprivacy in email, communications, and internet use.

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION
If concerns are identified regarding charges to the resident for access to internet, telephone, etc.,
refer to 8483.10(f)(11F571.

If concerns aredentified to indicate a resident is being denied the right to private
communication, refer to 8483.10(h), F583, Privacy and confidentiality.

F577
§483.1{g)(10) The resident has the right te
() Examine the results of the most recent survey of the facility conducted by Federal or
State surveyors and any plan of correction in effect with respect to the facility; and
(i) Receive information from agencies acting as client advocates, and be affordeé
opportunity to contact these agencies.

8483.1@g)(11) The facility must-

() Postin a place readily accessible to residentand family members and legal
representatives of residents, the results of the most recent survey of the facility.

(i) Have reports with respect to angurveys,certifications, and complaint investigations
made respecting the facilityduring the 3 preceding yeayand any plan of correction
in effect with respect to the facility,available for any individual to review upon
request; and

(iif) Post notice of theavailability of such reports in areas of the facility that are prominent
and accessible to the public.

(iv) The facility shall not make available identifying information about complainants or
residents.

DEFINITIONS 8483.10(g)(10)11)

fiPlace readily accessible i s a place (such as a | obby or ot
visitors or other individualswhere individuals wishing to examine survey results do not have to

ask to see them.
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AResul ts @fcetnhe smanstie $ratement of Deficiencies (Form CRBS7)

and the Statement of Isolated Deficiencies generated by the most recent standard survey and any
subsequent extended surveys, and any deficiencies resulting from any subsequent complaint
investigation(s).

GUIDANCE §483.10(g)(10)11)
The survey results may not alktered by the facility unless authorized by the State agency.

F578
8483.10(c)(6)The right to request refuse,and/or discontinuereatment, to participate in or
refuse toparticipate in experimental research, and to formulate an advance directive.

§483.10(c8) Nothing in this paragraph should be construed as the right of the resident to
receive the provision of medical treatment or medical services deemed medically
unnecessary or inappropriate

§483.10(g)(12he facility must comply with the requirements specified in42 CFR part
489,subpart | (Advance Directives).
() These requirements include provisions to inform and provide written information to
all adult residentsconcerning the right to accept or refuse medical or surgical
treatment and, at ther e s i @p@tion{ farmulate an advance directive.
i)This includes a written description of the
directives and applicable Statedw.
(ii) Facilities are permitted to contract with other entities to furnish this information but
are still legally responsible for ensuring that the requirements of this section are met.
(iv) If an adult individual is incapacitated at the time of admise and is unable to receive
information or articulate whether or not he or she has executed an advance directive,
the facility may give advance directive 1in
representative in accordance with State Law.
(v) The facility is not relieved of its obligation to provide this information to the individual
once he or she is able to receive such information. FoHop/procedures must be in
place to provide the information to the individual directly at the appropriate time.

DEFINITIONS 8§483.10(c)(6), (c)(8), (9)(12)

AAdvance c aisa&progdsssohcommmumgcation between individuals and their
healthcare agents to understand, reflect on, discuss, and plan for future healthcare decisions for
a time when individuals are nable to make their own healthcare decisions.

AfAdvance dsreetwwedten instruction, such as a
for health care, recognized under State law (whether statutory or as recognized by the courts of

the State),relt i ng to the provision of health care wh
8489.100.

APhysician &&rudksdras nfiarg LTirfeemt ment (isaaformPOLST) pa
designed to improve patient care by creating a portable medical order fatmeitords
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patientsd treatment wishes so that emergency
in the event of a medical emergency, taking the patient's current medical condition into
consideration. A POLST paradigm form is not an advance dwecti

AEX per i mentraférs to teedevalaprodantptesting and use of a clinical treatment, such
as an investigational drug or therapy that has not yet been approved by the FDA or medical
community as effective and conforming to accepted medicetigea

AfHeal t h c amaek idrefgesitosconsent, refusal to consent, or withdrawal of consent
to health care, treatment, service, or a procedure to maintain, diagnose, oresetr@d s
physical or mental condition.

AHeal t h c¢ amaek idnegc i csafpmmio possgssing the ability (as defined by State
law) to make decisions regarding health care and related treatment choice.

GUIDANCE 8483.10(c)(6), (c)(8), (9)(12)

The resident has the right to request treatmeatvever, facility staff are not required to provide
medical treatment or services if the requested treatment or services are medically unnecessary
or inappropriate. While the resident also has the right to refuse any treatment or services, the

r e s i detusatdoes not absolve faciligyafffrom providing other care that allows him/her to
attain or maintain his or her highest practicable physical, mental, and psychosoeingll

For example, facilitystaffwould still be expected to provide appriate measures for pressure
injury prevention, even if a resident has refused food and fluids and is nearing death.

If a resident (directly or through an advance directive) declines treatment (such as refuses
artificial nutrition or IV hydration, despthaving lost considerable weight), the resident may not
be treated against his or her wishes. If a resident is unable to make a health care decision, a
decision by the residentds | egal representat.i
requirementsbe equally binding on the facility. A residenay not be transferred or

dischargedor refusing treatment unless the criteria for transfer or discharge are otherwise met.
Facility staff should attempt to determine the reason for the refusal of care, including whether a
resident who is unable verbalize their needs is refusing care for another reason (such as pain,
fear of a staff member, etc.), and address the concernssilge. Any services that would

otherwise be required, but are refused, must be described in the comprehensive care plan. See
F656, Comprehensive Care Plans, for further guidance.

The resident has the right to refuse to participate in experimentalatesearesident being
considered for participation in experimental research must be fully informed of the nature of the
experimental researcfo( example medication or other treatment) and the possible

consequences of participatinhe resident must pvade informed consent prior to participation

and initiation of experimental research. If the resident is incapable of understanding the situation
and of realizing the risks and benefits of the proposed research;dsiti@ntrepresentative

gives consenffacility staffhavea responsibility to ensure that the consent is properly obtained

and that essential measures are taken to protect the resident from harm or mistreatment. The
resident (or his or her representative if the resident lacks health cas®aenaking capacity)
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must have the opportunity to refuse to participate both before and during the experimental
research activity.

The ability of a dying person to control decisions about medical care and daily routines has been
identified as one ahe key elements of quality care at the end of life. The process of advance

care planning is ongoing and affords the resi
interdisciplinary health care team amsasopportu
the residentds medi cal condition changes. Ad
facilitydébs comprehensive -eaakbuptaaonioff pheces

on a routine basis and when there is a significantchange t he r esi dent 6s condi
can help the resident, family and interdisciplinary team prepare for the time when a resident
becomes unable to make decisions or is actively dying.

The facility is required to establish, maintain, and implemaertitem policies and procedures
regarding the resident s rrefgsameditabor durgicamul at e a
treatment. In addition, the facilitpanagemeris responsible for ensuring that staff followse

policies and procedures.

Thefac i | it yds policies and procedures delineate
implement these rights, includinigyt not limited to

1 Determining on admission whether the resident has an advance directive and, if not,
determining whether the residemishes to formulate an advance directive;

1 Providing information in a manner easily understood by the resident or resident
representative about the right to refuse medical or surgical treatment and formulate an
advanced directivelhis includesawritted e s cr i pti on of the facildi
implement advance directives and applicable State law regarding advance directives.

1 Determining if facilitystaffperiodically assesses the resident for decisiaking
capacity and invokesealth care agent oepresentative if the resident is determined not
to have decisiommaking capacity

1 Identifying the primary decisicma k er (assessing-makihng resi dent
capacity and identifying or arranging for an appropriate representative for the resident
as®ssed as unable to make relevant health care decisions);

1 Defining and clarifying medical issues and presenting the information regarding relevant
health care issues to the resident or his or her representative, as appropriate;

1 Identifying, clarifying, ancperiodically reviewing, as part of the comprehensive care
planning process, the existing care instructions and whether the resident wishes to change
or continue these instructions;

1 Identifying situations where health care decismaking is needed, sucks a significant
decline or improvement in the resident's condition;

1 Establishing mechanisms for documenting and communicating the resident's choices to
the interdisciplinaryteammand t o st aff responandbl e for the

1 Identifying the process (as provided by State law) for handling situations in which the
facility staffand/or physician do not believe that they can provide care in accordance with
the residentdéds advance directiewes or other
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I f the resident or the residentods representat
executes one upon admission, copies of these documaastle obtainecind maintained in the

same section of the r es evdbtemyadysfacihtesthff-aciaty r ecor d
stafmust communicate the residentds wishes to t

If the residentioes not havan advance directive, faciligtaff must infornthe residenor

resident representativaf their right to establisltoneas set forth in the laws of the Stated
provideassistance if the resident wishes to execute one or more directia(§)y staff must
document in the residentds medical eB)¢hatthed t he
resident executes.

The resident has the option to execute advance directives, but cannot be required to do so. As
required by 42 C.F.R. 8489.102(a)(3), the facility may not condition the provision of medical
care or discriminate againstesident based on whether he or she has executed an advance
directive.Facility staff arenot required to provide care that conflicts with an advance directive.

In addition, facilitystaff arenot required to implement an advance directive if, as a matter of
conscience, the provider cannot implement an advance directive and State law allows the
provider to conscientiously object.

NOTE: Other directives a resident may choose to exercise ntéyde, but are not limited to,
a directive to the attending physician, a medical power of attorney,-exiséng
medi cal order for fido not resuscitateo (L
resident 6s heal th car e sSewrhl Stateshd¥® Not Hos
adopted the use of a portable and endurin
choices related to lifsustaining treatments while some States recognize documented
oral instruction.

Facility staff should periodically review withe resident and resident representative the
decisions made regarding treatments, experimental research and any advance directive and its
provisions, as preferences may change over time.

PROCEDURESE483.10(c)(6), (c)(8), (9)(12)
1 Observe for efforts othe part of facility staff to inform residents or their representative
of their rights and that information is communicated at times it would be most useful to
them, such as when they are expressing concerns, or raising questions.
1 Interview the resident,ressdnt 6 s representative and facild.i
0 Residents are informed in a manner they understand of their right to request or refuse
treatment;
o Aresident has an advance directive and if staff are aware of what this directive
states;
o A residentdoes not have an advance directive and, if so, how the resident was
informed of his or her right to develop one and was the resident provided assistance
in doing so; and
o Staff periodically assess a residentods de
andby whom is this done.
T Review the residentds medical record to de
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0 The resident has an advance directive and a copy is located in the medical record;
and
0 The facility has policies and procedures to implement advance directives.

KEY ELEMENTS OF NONCOMPLIANCE 8483.10(c)(6), (c)(8), (9)(12):
To cite deficient practice at F574, the surve
facility failed to do one or more of the following:

1 Provide information to the resident regarding their right to refuse medical or surgical
treatment or to formulate an advance directive once the resident was able to receive the
information; or

T Honor a residentds, t hei rsdecisiaoniolreguest, eefuse/ or t
or discontinue experimental research; or

T Ensure that a current copy of a residentds

record; or

Have policies and procedures for implementing advance directives; or

Follow policies to implement advance directives and applicable State laws regarding
advance directives.

== =

POTENTIAL TAGS FOR ADDITIONAL CONSIDERATION
Examples of some of the related requirements that may be considered witammpbance has
been identified include, bate not limited to, the following:
1 42 CFR88483.10(a)(3)7), F551
o For concerns regarding designation of resident representative.
1 42 CFR88483.10(c)(2X3), F553, Right to Participate in Planning Care
oFor concerns regar di ngpateimand be eformedefisdrs r i g
her treatment.

F579

8483.10(g)(13he facility must display in the facility written information, and provide to
residents and applicants for admissionoral and written information about how to apply
for and useMedicare and Medicaid benefits, and how to receive refunds for previous
payments covered by such benefits.

DEFINITIONS 8§483.10(g)(13)
fiRefunds for previous paymenté r ef er s to refunds due as a r e:
payments when eligibility hdseen determined retroactively.

GUIDANCE §483.10(g)(13)

To fulfill this requirement, facilitystaffmay use written materials issued by the State Medicaid
agency and the Federal government relating to these benefits. Facilities may fulfill their
obligation to orally inform residents prospective residengabout how to apply for Medicaid or
Medicare byassisting thenm working withthe local Social Security Office or the local unit of
the State Medicaid agencyimply providing a phone number is not sufficient in assisting
resident or the resident representatifacilities are not responsible for dygbroviding detailed
information about Medicare and Medicaid eligibility rules.
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F580
8483.10(g)(14Notification of Changes.
(i) A facility must i mmediately inform the r

physician; and notify, consistent with his or her authoritythe resident

representatives) when there i

(A) An accident involving the resident which results in injury and has the potential
for requiring physician intervention;

(B) A significant c heahmeatal,iompsythbseciarsmatsss dent 6 s
(that is, a deterioration in health, mental, or psychosocial status in either life
threatening conditions or clinical complications);

(C) A need to alter treatment significantly (hat is, a need to discontinue an existg
form of treatment due to adverse consequences, or to commence a new form of
treatment); or

(D) A decision to transfer or discharge the resident from the facility as specified in
8483.15(c)(2)(ii).

(i) When making notification under paragraph (g)(14)(of this section, the facility must
ensure that all pertinent information specified in 8483.15(c)(2) is available and
provided upon request to the physician.

(i) The facility must also promptly notify the resident and the resident representative,
if any, when there i9
(A) A change in room or roommate assignment as specified §183.10(e)(6)pr
(B) A change in resident rights under Federal or State law or regulations as

specified in paragraph(e)(10)of this section.

(iv) The facility must record and periodically update the addresgmailing and email)
and phone number of the resident representative).

DEFINITIONS §483.10(g)(14)

AA need to alter treatment significanthdo means a need to stop a forr
adverse consequendgsich as an adverse drug reaction), or commence a new form of treatment

to deal with a problem (for example, the use of any medical procedure, or therapy that has not

been used on that resident before).

GUIDANCE 8483.10(g)(14)

While the regulatory obligation is not limited to these symptoms, physician notification should
occur when a resident experiences symptoms such as chest pain, loss of consciousness, or other
signs or symptoms of heart attack or stroke that may signifyndisant change.

Even when a resident is mentally competbei#t,or herdesignatedesident representative or

family, as appropriatess houl d be notified of significant <ch
because the resident may not be able toyntitgm personally, especially in the case of sudden

illness or accident.

If the resident is not capable of making decisions, facility staff must contact the designated
resident representative, consistent with his or her authority, to make any requirgidmgbut
the residentnuststill be told what is happening to him or her.
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I n the case of the death of a residemy, the r
facility staffin accordance with State law.

§483.10(g)(15)

Admission to a composite distinct part. A facility that is a composite distinct part (as
defined in 8483.5 must disclose in its admission agreement its physical configuration,
including the various locations that comprise the composite distinct part, and st specify
the policies that apply to room changes between its different locations und&#83.15(c)(9)

If there is a deficiency specific to the requirement at 8483.10(g)(15), do not cite here, but cite
under 88483.15(a)(1(7), F620, regarding admissiqguolicies.

F581
This tag numberis in reserve for future use and there will be no citations under this tag.

F582
8483.10(g)(17The facility must--
() Inform each Medicaid-eligible resident, in writing, at the time of admission to the
nursing facility andwhen the resident becomes eligible for Medicaid 8f
(A) The items and services that are included in nursing facility services under the
State plan and for which the resident may nbbe charged;
(B) Those other items and services that the facility offers and for which the resident
may be charged, and the amount of charges for those services; and
(i) Inform each Medicaid-eligible resident when changes are made to the items and
senvces specified in 883.10(g)(17(i))(A) and (B) of this section.

8483.10(g)(18he facility must inform each resident before, or at the time of admission,

and periodically during the residentés stay,
charges for those services, including any charges for services not covered under Medi¢are
Medicaid or by the facilitybds per diem rate.

(i) Where changes in coverage are made to items and services covered by Medicare and/or
by the Medicaid State plan, the facility must provide notice to residents of the change
as soon as is reasonably possibl
(i) Where changes are made to charges for other items and services that the facility offers,
the facility must inform the resident in writing at least 60 days prior to implementation
of the change.
(iii) If a resident dies or is hospitalized or isansferred and does not return to the facility,
the facility must refund to the resident, resident representative, or estate, as applicable,
any deposit or charges already paid, | ess
resident actually residedraeserved or retained a bed in the facility, regardless of any
minimum stay or discharge notice requirements.
(iv) The facility must refund to the resident or resident representative any and all refunds
due the resident wi t h dateofdd@chatge fresnthe fadlim t he r
(v) The terms of an admission contract by or on behalf of an individual seeking admission
to the facility must not conflict with the requirements of these regulations.
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DEFINITIONS §483.10(g)(17X18)
fiPeriodicalyome ans whenever changes are being introd
liability and whenever there are changes in services.

GUIDANCE 8483.10(g)(17X18)
Residentsnustbe told in advance when changes will occur in their bills. Providers must fully
inform the resident of services and related changes.

A Medicare beneficiary who requires services upon admission that are not covered under
Medicare may be required to submit a deposit provided the notice provisigh8310(g)(17)

if applicable, are metFacility staff must notify residents of services or items that they may be
charged for, if they are not required by the
beyond basic services or incontinence briefs the residgoests per personal preference in lieu

of the briefs provided by the facilii$eeS8483.10(f)(11for those items and services that must be
included in payment under skilled nursing and nursing facility benefits.

The facilityds r dumparss ialpiplliiteys negarldi mgesriaent
charges already paido by a resident during th
Continuing Care Retirement Community (CCRC) an exception can be considered for those

residents whowereadmite d t o t he CCRC6s nursing home, had
the CCRC separate from those incurred during the nursing home stay, and who were

di scharged/ transferred from the nursing home
living residerces.

For Medicare Covered Part A Beneficiaries:

I f a SNF believes upon admission or during a
skilled nursing or specialized rehabilitative services and the SNF believes that an otherwise

covered item or sergé may be denied as not being reasonable and necessary, facility staff must
inform the resident or his or her legal representative in writing why these specific services may

not be covered and of the benefi odtoeerey 6s poten
services.

If the SNF provides the beneficiary with either a Skilled Nursing Facility Advanced Beneficiary
Notice (SNFABN), form CMS80055, or one of the uniform Denial Letters at the initiation,

reduction, or termination of Medicare Part A legits, the facility has met its obligation to

inform the beneficiary of his or her potential liability for payment and related standard claim
appeal rights. Issuing the Notice to Medicare Provider fdoverage (NOMNC), form CMS

10123, to a beneficiary ongonveys notice to the beneficiary of his or her right to an expedited
review of a service termination and does not
beneficiary of potential liability for payment. A facility must still issue the SNFABNDenzl

Letter to address liability for payment.

The NOMNC informs the beneficiary of his or her right to an expedited review of a services
termination. The SNF must issue this notice when there is a termination of all Medicare Part A
services for coverageasons. The SNF may not issue this notice if the beneficiary exhausts the
Medicare covered days as the number of SNF benefit days is set in law and the Quality
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Improvement Organization (QIO) cannot extend the benefit period. Thus, a service termination
due to the exhaustion of benefits is not consi

The NOMNC is issued when all covered services end for coverage reasons. If after issuing the
NOMNC, the SNF expects the beneficiary to remain in the facility in-@owered stay, either

the SNFABN or a Denial Letter must be issued to inform the beneficiary of potential liability for
the noncovered stay.

In most cases when all covered services end for coverage reasons, a SNF provider will issue:
1 NOMNCanda Denial Letter; or
1 NOMNCandthe SNFABN; or only
1 The NOMNC.

In cases where all Medicare covered services are ending, the beneficiary is being discharged
and is not requesting an expedited review, only the NOMNC is required. Additionally, there are
rare instancesvhere a SNF would issue only a Denial Letter or SNFABN. An example of this is
when there is a reduction or termination in one Medicare Part A service while other Medicare
Part A covered services are continuing.

The SNF:
1 Must file a claim when requested ttne beneficiary; and
1 May not charge the resident for Medicare covered Part A services while an expedited
review and final decision is pending.

NOTE: A facilityds requirement to notify and e
no longer recaiing Medicare Part A services is separate and unrelated from the admission and
discharge requirements under 42 CB#83.15 which outline the notification and requirements

under which an individual may be discharged from the facility.

KEY ELEMENTS OF NONCOMPLIANCE 8483.10(g)(17(18)
To cite deficient practice at F582, the surve
failed to do one or more of the following:
1 Notify each Medicaideligible resident in writing of the items and services whiakare
not covered under Medicaid or by the faci/l
items and services:
0 At the time of admissionr
0 When the resident became eligible for Medicaid,
1 Inform each Medicaieligible resident when changes wenade to the items and
services covered by Medicaiok,
1 Inform each resident of services available in the facility and the charges for those
services not covered under Medicare/ Medi ca
o Before admission or at the time of admiss
stay;or
0 As soon as reasonably possible when a change in coverage amcurs;
0 At least 60 days prior to implementation of changes made to charges for other items
and servies that the facility offersyr
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1 Refund the applicable funds to the resident, resident representative, or estate when a
resident died, or was hospitalized, or was transferred and did not return to the faility;
1 Refund any and all funds due the resident:
o Within 30 days from the date of discharge;
o To the resident or resident representatioe;
1 Included terms in the admission contract that conflicted with the requirements of these
regulations.

F583

§483.10(h)Privacy and Confidentiality.

The resident has a right to personal privacy and confidentiality of his or her personal and
medicalrecords.

8483.10(h{l) Personal privacy includes accommodations, medical treatment, written and
telephone communications, personal care, visits, and meegis of family and resident
groups, but this does not require the facility to provide a private room for each resident.

8483.10(h)(2) The facility must respect the residents right to perspnahcy, including the
right to privacy in his or her oral (that is, spokenyritten, and electroniccommunications,
including the rightto send and promptly receive unopened ma#dnd other letters, packages
and other materials delivered to the facility for tmesident, including those delivered through
a means other than a postal service.

8483.10(h)(3)The resident has a right to secure and confidential personal and medical
records.
(i) The residenthas the right torefuse the release of personal andhedicalrecordsexcept
as provided at 8483.70(i)(2) or other applicable federal or state laws.
(if) The facility must allow representatives of theOffice of theStateLong-Term Care
Ombudsman to examine a resident'snedical, social, and administrativeecords in
accordancewith State law.

DEFINITIONS §483.10(h)
AConfidentialityo is defined as safeguarding the content of information including video, audio,
or other computer stored information from unauthorized disclosure without the consent of the

resident and/ or the individual 6s nsonsideredgoat e or
confidential to place in the record used by a
sensitive medical data, it may be retained in a secure place in the facility, such as a locked
cabinet in the admidnusgshowahe locatiorsof tbifconfidergial The r e
information.

A P r o mpmednydelivery of mail or other materials to the resident within 24 hours of delivery
by the postal service (including a post office box) and delivery of outgoing mail to the postal
sewice within 24 hours, except when there is no regularly scheduled postal delivery ang pick
service.
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i Ri g pdrsortalp r i v mdugedt he r e s i drmeeettodcsmmuricgtdwith t o
whomever they wantithout being watched or overhealrivate spae may be created flexibly
and need not be dedicated solely for visitation purposes.

GUIDANCE §483.10(h)

Each resident has the right to privacy and confidentiality for all aspects of care and services. A
nursing home resident has the right to personal privacy of not only his or her own physical body,
but of his or her personal space, including accommodagaoaspersonal care.

Residents in nursing homes have varying degrees of physical/psychosocial needs, intellectual
disabilities, and/or cognitive impairments. A resident may be dependent on nursing home staff
for some or all aspects of care, such as asscavith eating, ambulating, bathing, daily

personal hygiene, dressing, and bathroom needs. Only authorized staff directly involved in
providing care and services for the resident may be present when care is provided, unless the
resident consents to othedividuals being present during the delivery of care. During the
delivery of personal care and services, staff must remove residents from publpuigriyacy
curtainsor close doorsand provide clothing or draping to prevent exposure of body parts.

Photographs or recordings of a resident and/ o
or designated representativebds written consen
and confidentiality. Examples include, but are not limitgdstaff taking unauthorized
photographs of a residentdéds room or furnishin
a resident eating in the dining room, or a resident participating in an activity in the common

area. Taking unauthorized photogragpbr recordings of residents in any state of dress or

undress using any type of equipment (for example, cameras, smart phones, and other electronic
devices) and/or keeping or distributing them through multimedia messages or on social media
networksisaw | ati on of a residentds right to privac

Personal andhedicalrecords include all types of records the facility might keep on a resident,
whether they are medical, social, fund accounts, automated;onic,or other.Care must be
taken to protect the privacy of personal information on all residents, including gender identity
and sexual orientation.

Postingsigng n r esi dent s disirledmothsrdhat includercliniaal o @essonal
informationcould be consideredai ol at i on of .altisakklowable to post&igns pr i v a
with this type of information in more private locations nisible to thepublic. An exception

can be made in an individual case if a resideritis or her representative requetie posing

of information at the bedsidei(ch as instructions tot take blood pressure in right arm). This

does not prohibit the display of resident names on their doors nor does it prohibit display of

resident memorabilia and/or biographical informationnmutside their rooms with their consent

or the consent of his or her representative. (This does not include isolation precaution

informationfor public health protection, as long as the sign does not reveal the type of infection).

Personal resideninformationmust be communicatéal a way that protects the confidentiality of
the information and the dignity of residents. This includes both verbal and written
communications such @se presence dists of residents with certain conditions such as
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incortinence and pressure ulcers at nursing stations in view or in hearing of residents and
visitors. This does not include clinical i nf

Privacyfor visitation or meetings might be arranged by using a diningts®aeen meals, a

vacant chapel, office or room; or an activities area when activities are not in progress.

Arrangements for private space could be accomplished through cooperation between the
facilityds administrat i onprieate dpace s providled fotthoser f am
requesting it without infringement on the rights of other residents.

All residents have the right to privacy in their communications, including justice involved
residentsAdditional guidanceon mail,telephone, electmic communications andsitation
rights are addressed $483.10¢)(6)-(9), F576and8483.10(f)(4)()(A)G), F562.See
848390(e)(1)(iv), F914 for full visual privacy around beds.

With the exception of the explicit requirement for privacy curtains in all initially certified
facilities (see848390(e)(1)(v), F914), the facility is free to innovate farovide privacy for its
residents. This may, but need not, be through the provision of a private room.

PROCEDURES8483.10(h)

T Observe for situations where facility staf
including during visits, treatment, oedving medical records out for public view.

1 During interviews with residents, their representatives, visitors or families determine if
their privacy has been honored by facility staff.

1 Interview the representative of the Office of the State {J@rgn CareOmbudsman who
serves residents of the facility, to determine if the facility allows him/her to examine the
residentds records with the permission of
otherwise authorized by State law.

1 Aretheresignsregardiggar e i nf or mati on posted in view
are observed, determine if such signs are there by residerstident representative
direction. If so, these signs are allowable.

1 Is personal residerinformationcommunicatedh a way that protects the confidentiality
of the information and the dignity of residents?

1 If concerns are found, interview staff regarding facility policy or procedures regarding
protecting resident privacy and confidentiality.

F584

§483.10(i) Saf€Environment.

The resident has a right to a safe, clean, comfortable and homelike environment, including
but not limited to receiving treatment and supports for daily living safely.

The facility must provided
8483.10(i)(1)A safe, clean, comfortable, and homelike environment, allowing the resident
to use his or her personal belongings to the extent possible.
(i) This includes ensuring that the resident can receive care and services safely and that
the physical layout of théacility maximizes resident independence and does not pose a
safety risk.
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(i) The facility shall exercise reasonable care for the protection of the resident's property
from loss or theft.

8483.10(iJ2) Housekeeping and maintenance services necessaryraintain a sanitary,
orderly, and comfortable interior;

8483.10(i{3) Clean bed and bath linens that are in good condition;
8483.10(i)(4) Private closet space in each resident room, as specified in 8§483.90 (e)(2)(iv);
8483.10(i[5) Adequate and comfortdle lighting levels in all areas;

8483.10(i{6) Comfortable and safe temperature levels. Facilities initially certified after
October 1, 1990 must maintain a temperature range of 71 to 81°F; and

§483.10(i{7) For the maintenance of comfortable sound lele

DEFINITIONS 8483.10(i)
fAdequate lightingp means | evels of il lumination suitab
perform or the facility staff must perform.

fiComfortable lightingd means | i ghting that minimizes gl ar
control, where feasible, over the intensity, location, and direcfidghting to meet their needs
or enhance independent functioning.

AComfortabl e and s ameans thteha pnebiera teraperatusdoddbesin as 0
relatively narrow range that minimizes reside
hypothermiaor hyperthermiagor and iscomfortable for the residents

AComf ortabl e dsnotinteriee | wivtelh stesi dent 6s hearing at
privacy is desired, and encourage interaction when social participation is desired. Of particular

concern to comfortable sound | evels is the re
AEnvironrment 6 ref ers to any environment in the faci
including (but not | imited to) the residentso

outdoor patios, therapy areas and activity areas.

A hémelike environment i esthatodeemphasizes the institutional character of the setting,

to the extent possible, and allows the resident to use those personal belongings that support a
homel i ke environment. sAould entce rundien a thieo mr ecsfi diehnat
the living environment.

fOrderlyo i s defined as an wuncluttered#eptpphysical e
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fiSanitaryd0 i ncl udes, but is not | i mtausngorgamismshyr ev en
keeping resident care equipment clean angegmty stored. Resident care equipment includes,
but is not limited to, equipment used in the completion of the activities of daily living.

GUIDANCE 8483.10(i)

A personalized, homelike environment recognizes the individuality and autonomy of the

resident, provides an opportunity for sekpression, and encourages links with the past and
family members. The intent of tthdrursimgdhon®e f h o me
should provide an environment as close to that of the environment of a private home as possible.

This concept of creating a home setting includes the elimination of institutional odors, and
practices to the extent possiblgome pratices that can be eliminated to decrease the
institutional character of the environment include, but are not limited to, the following:

1 Overhead pagingncludingfrequent announcement@nd pipeedin music throughout the
building.

1 Meal service using traysome residents may wish to eat certain meals on trays).

1 Institutional signs labeling work rooms/closets in areas visible to residents and the public.

1 Medicationor treatmenicarts (some innovative facilities store medications in locked
areas in residembomsor in secured carts that appear like furnitjire

1 The widespread and lortgrm use of audible chair and bed alarms, instead of their
limited use for selected residents for diagnostic purposes or according to their care
planned needs. These devices startle the resident and constrain the resident from
normal repositioning movements, which can be problematic.

1 Furniturethat does not reflect a hortike environment or is uncomfortablke absence
of window treatments or drapes; the lack of textunethe absence of bedspreads or
personal items in rooms or on walls.

1 Large, centrally located nursing/care team statiom$,ding those with barriers (such as
Plexiglas) that prevent the staff from interacting with residents.

Many facilities cannot immediately make these types of changes,dbutlitdbe a goal for all
facilities that have not yet made these types of changes to work toward them. A nursing facility
is not considered necompliant if it still has some of theggstitutional features, but the facility

is expected to do all it can within fiscal constraints to provide an environment that enhances
guality of life for residents, in accordance with resident preferences.

A Ahomel i ked envi r on nteongh enhacements to thepghysieal e d s i mp
environment. It concerns striving for persoentered care that emphasizes individualization,
relationships and a psychosocial environment that welcomes each resident and makes her/him
comfortablelt is the responsibii ty of al |l facility staff to cr e
promptly address any cleaning needs.

In a facility in which most residents come for a stiertn stayyesidentavould not typically
move his or her bedroom furniture into the room, but desjire to bring a television, chair or
other personal belongings to have while staying in the facility.
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There needs to be sufficient individual closet space so that resident clothing is kept separate
from a roommateds. C | orsseénscannget sotand beach theirr uct ur ed
hanging clothing whenever they choose.-Ofktdeason items may be stored in alternate

| ocations outside the residentds room.

Adequate lighting design has these features:
1 Lighting with minimum glare in areas frequentedrbsidents. Elimination of high levels
of glare produced by shiny flooring and from unshielded window openings;
1 Even light levels in common areas and hallways, avoiding patches of low light caused by
too much space between light fixtures, within limitdaflding design constraints;
Use of daylight as much as possible;
Extra lighting, such as table and floor lamps to provide sufficient light to assist residents
with tasks such as reading;
1 Lighting for residents who need to find their way from bed to loathrat nightior
examplered colored night lights preserve night vision); and
1 Dimming switches in resident rooms (where possible and when desired by the resident)
so that staff can tend to a resident at night with limited disturbances to them or a
roommade. If dimming is not feasible, another option may be for staff to use
flashlights/pen lights when they provide night care.

= =4

Whilefacilities certified after October 1, 199%)e required to maintain an air temperature
range of 7181°F, there may be brief periods of time whitvat temperatur&alls outside of that
rangeonly during rare, brieperiods of unseasonable weath®his interpretation would apply

in cases where itas not adversely affect resident health and satatyfacility staff took
appropriate steps to ensure resident comfort. Waald enable facilities in areas of the country
with relatively coldor hotclimates to avoid the expense of installing equipintleat would only
be needed infrequently.

PROCEDURES8483.10(i)

Verify the air temperature above floor level in resident rooms, dining areas, and common areas.
If the temperature is out of the-B1° F range, then ask staff what actions they take when
residents complain of heat or cotdich asprovidng extra fluids durig heat waves and extra
blankets and sweaters in cold.

During interviews, ask residents and families whether they think the facility is as homelike as
possible, and whether they have been encouraged to bring in personal property items (within
space constmats).

Observe bedrooms of sampled residents for personalization. Does the room tell the survey team
anything about the residentodés everyday | ife a
family photographs, books and magazines, etc. that ¢edotine residents. For residents who

have no relatives or friends, or few assets, has fasihtyassisted these residents to make their

rooms homelike, if they so desire? If potential issues are discovered, ask staff about their efforts
toprovideahomel i ke environment . Determine if the
facilitybés goal of having a sanitary, safe, a
from having an individualized area?
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Observe and question sampled resigsi¢hroughout the survey and note if they are having
difficulty reading or doing tasks due to insufficient lighting, or if they are wearing sunglasses or
visors indoors due to glare, if they have difficulty seeing food on their plate, experiencing
squintirg or shading their eyes from glare or other signs that lighting does not meet their needs.

PROBES §483.10(i)
1 Does the resident have any concerns with lighting, noise, temperature, or anything else
that may affect their comfort?
Are resident care areas and equipment kept clean and in good repair?
Does the residentds room appear cluttered
clothing, belongings or personal care equipment?
1 Are areas of the facility used by residedésigred or organized to ensure the resident
can receive care and services safely, without risk of falling or injury, while maximizing
resident independence?
1 Do window treatments, bed linens, towels, privacy curtains, etc., appear clean and in
good condition?
1 How does facility staff ensure resident personal property is kept safe from loss or theft?

)l
)l

POTENTIAL TAGS FOR ADDITIONAL CONSIDERATION
Examples of some of the related requirements that may be considered witemmpbance has
been identified includdgut are not limited to, the following:
T For concerns regarding the residentés righ
furnishings, se€483.10(e)(2)F557;
1 For concerns related to misappropriation of resident property 84&3.12, F602,
Misappropriation of Resident Property;
1 For issues of safety of the environment, presence of hazards and hazardous praetices,
8§483.2%d), F689,Accidents;
For kitchen sanitation, s&8360(i), F812 Food Safety Requirements;
For facility-wide sanitary practices affecting the quality of care,S263.80,F880,
Infection Control.
For issues of fire dangesge848390(a), FO05 Fire Safety or
For issues of cleanliness of areas of the facility uisestaff only guch as théreak
room, medication room, laundry, kitchen, etc.) or the public anlgl{ as th@arking
lot), see§48390(h), F921,0ther Environmental Conditions.
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F585

§483.10(j)Grievances.

8483.10(j{1) The resident has the right tosoice grievancedo the facility or other agency or
entity that hears grievancesithout discrimination or reprisal and without fear of
discrimination or reprisal.Such grievances include those with respect to care and treatment
which has been furnished asvell as that which has not been furnishedhe behavior of staff
and of other residents, and other concerns regarding their LTC facility stay.

8483.10(j{2) The resident has the right toand the facility must ma& prompt efforts by the
facility to resolve grievancesthe resident may have, in accordance with this paragraph.
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8483.10(j)(3) The facility must make information on how to file a grievance or complaint
available to the resident.

8483.10(j)(4) The facility must establish a grievance policy to eaghe prompt resolution of

all grievances regarding the residentsdé right
provider must give a copy of the grievance policy to the resident. The grievance policy must

include:

(i) Notifying resident individudly or through postings in prominent locations throughout
the facility of the right to file grievances orally (meaning spoken) or in writing; the
right to file grievances anonymously; the contact information of the grievance official
with whom a grievancean be filed, that is, his or her name, business address (mailing
and email) and business phone number; a reasonable expected time frame for
completing the review of the grievance; the right to obtain a written decision regarding
his or her grievance; andhe contact information of independent entities with whom
grievances may be filed, that is, the pertinent State agency, Quality Improvement
Organization, State Survey Agency and State Lefgym Care Ombudsman program
or protection and advocacy system;

(i) Identifying a Grievance Official who is responsible for overseeing the grievance
process, receiving and tracking grievances through to their conclusions; leading any
necessary investigations by the facility; maintaining the confidentiality of all
information associated with grievances, for example, the identity of the resident for
those grievances submitted anonymously, issuing written grievance decisions to the
resident; and coordinating with state and federal agencies as necessary in light of
specific alegations;

(iif) As necessary, taking immediate action to prevent further potential violations of any
resident right while the alleged violation is being investigated;

(iv) Consistent with 8483.12(c)(1), immediately reporting all alleged violationwslving
neglect, abuse, including injuries of unknown source, and/or misappropriation of
resident property, by anyone furnishing services on behalf of the provider, to the
administrator of the provider; and as required by State law;

(v) Ensuring that allwritten grievance decisions include the date the grievance was
received, a summary statement of the resid
the grievance, a summary of the pertinent findings or conclusions regarding the
resi dent 0 sastmtementastovehétrer)the grievance was confirmed or not
confirmed, any corrective action taken or to be taken by the facility as a result of the
grievance, and the date the written decision was issued;

(vi) Taking appropriate corrective action in @ordance with State law if the alleged
violation of the residentsdé rights is conf
having jurisdiction, such as the State Survey Agency, Quality Improvement
Organization, or local law enforcement agency confirrmsiolation for any of these
residentsd rights within its area of respo

(vii) Maintaining evidence demonstrating the result of all grievances for a period of no less
than 3 years from the issuance of the grievance decision.
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INTENT §483.10())

To support each r esi deuchatsoserabogttrdatmeénpcare,0i ce gr i
management of funds, lost clothing, or violation of rights) to ensure that a policy is in place

to process grievances.a€ility staff are responsible for maig prompt efforts to resolve a

grievance and t&eep the resident appropriately apprised of progress toward resolution.

DEFINITIONS §483.10())
fiPrompt effortstoresolved i ncl ude facility acknowl edgment
actively working towardesolution of that complaint/grievance.

PROCEDURES8483.10(j)

Ifa r es i de ninhdicate problems im wofciag grievances and getting grievances
resolved, determine how faciligtaffdeal with and make prompt efforts to resolve resident
complaints and grievances.

T With permissiorfrom the resident council president or officegview resident council
minutes.

T Interview staff about how grievances are handled.

T How does facility staff ptect residents from discrimination or reprisal when a grievance
is voiced?

T How does facility staff ensure the right of the residents to file a grievance anonymously is
supported?

1 Interview staff about communication with resident regarding progress toasohlition
of complaint/grievance.

1 Review facilitygrievance policyo see if compliant with necessary requirements as listed
above.

1 Determine how information on how to file a grievance is made available to the resident.

1 Review grievance decisionsdetermine if required information was provided to
residents and facility documentation was maintained for at least 3 years.

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION

If the facility failed to allow a resident to exercise his or her right to file a gneg, including
the right to file an anonymous grievance, without interference, coercion, discrimination, or
reprisal from the facility, see guidance at 8483.10(b)(1), F550, Resident Rights and Dignity.

If facility staff failed to report all alleged vidlens involving neglect, abuse, including injuries
of unknown source, and/or misappropriation of resident property, see guidance at 8483.12(c)(1),
(4), F609, Reporting of Alleged Violations.

KEY ELEMENTS OF NONCOMPLIANCE §483.10())
Tocite deficenpr acti ce at F585, the surveyorods i nvest
facility failed to do one or more of the following:
f Support the residentdés right to voice any
the fear of discrimination or reprisagr
T Make prompt efforts to aoresolve the residen
1 Make information on how to file a grievance or complaint available to the resioent;
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1 Establish a grievance policy that includes:

o Notifying the resident individually or with prominent possirigroughout the facility
about:

A The right to file a grievance in writing or orally;

The right to file a grievance anonymously;

The reasonable timeframe the resident can expect a completed review of the

grievance;

The right to obtain the review in writing

The required contact information of the grievance official;

The contact information of independent entities with whom grievances may also

be filed;or

o ldentify the grievance officiabr

o Prevent any further potential violation of any resident right during the grievance
review, if necessangr

o Immediately report certain violations as required by State law to the Administrator;
or

o0 Ensure written grievance decisions meets documentationresagemnts;or

o Take appropriate corrective action in accordance with State law if the grievance is
confirmed by the facility or an outside entity having jurisdiction;

o0 Maintain evidence of the result of all grievances for no less than 3 years from the
datethe grievance decision was issued.

> D> >

F586

8483.10(k) Contact with External Entities.

A facility must not prohibit or in any way discourage a resident from communicating with
federal, state, or local officials, including, but not limited to, federal andtstaurveyors, other
federal or state health department employees, including representatives of the Office of the
State LongTerm Care Ombudsman and any representative of the agency responsible for the
protection and advocacy system for individuals with rterdisorder (established under the
Protection and Advocacy for Mentally Il Individuals Act of 2000 (42 U.S.C. 10801 et seq.),
regarding any matter, whether or not subject to arbitration or any other type of judicial or
regulatory action.

INTENT §483.10(k)
Facility staff must ensure that residents are able to communicate freely with representatives of
these entities for whatever matter.

If concerns are identified regarding being provided contact information for representatives of
these entitiessee guidance at 42 CFR 8483.10(j)(4)(i), F585, Grievances.

F600

8483.12 Freedom from Abuse, Neglect, and Exploitation

The resident has the right to be free from abusejeglect, misappropriation of resident
property, andexploitation as defined in this subpart. This includes but is not limited to
freedomfrom corporal punishment, involuntary seclusionand any physical or chemical

restraint not required to treat the residento
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8483.12(a)The facility mustd

§483.12(a)(1)Not use verbal, mental, sexual, or physical abuse, corporal punishment, or
involuntary seclusion;

INTENT
Each resident has the right to be free filmise, neglect and corporal punishment of any
type by anyone.

NOTE: Refer to tag F6020r misappropriation of resident property and exploitation, and F603
for cases of involuntary seclusion.

DEFINITIONS

fiAbuse ©s def i n e dthewillfulAnflidich ofdnjury, sinre@sonable confinement,
intimidation, or punishment with resultiqnysical harm, pain or mental anguishbusealso

includes the deprivation by an individual, including a caretaker, of goods or services that are
necessary to attain or maintain physical, mental, and psychosocileirl Instances of

abuse of all reslents, irrespective of any mental or physical condition, cause physical harm,

pain or mental anguish. It includes verbal abuse, sexual abuse, physical abuse, and mental
abuse including abuse facilitated or enabl ed

fiNeglect, as defined at §483.meandithefailure of the faclility, its employees or service
providersto provide goods and servicesa resident that araecessary to avoid physical harm,
pain,mentalanguishore mot i onal di stress. 0

fiSexualabuse ©s def i ned adonsendudl 8exudl camtact af anytype with a
resident. o

AWillful, 6 as defined at A483.5 and as used in the
must have acted deliberately, not that the individual must have intémdwgtict injury or
har m. o

GUIDANCE

NOTE:For purposes of this guidance, fistaffo inc
consultants, contractors, and volunteers. Staff would also include caregivers who provide care

and services to residents on brmusaddétramihg t he f a
program, and students from affiliated academic institutions, including therapy, social, and

activity programs.

ABUSE

Sections 881819 and 1919 of the Social Security Act provide that each resident has the right to
be free from, amanother things, physical or mental abuse and corporal punishment. The
facility must provide a safe resident environment and protect residents from abuse.
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Staff to Resident Abuse of Any Type

Nursing homes have diverse populations including, among otiesidents with dementia,

mental disorders, intellectual disabilities, ethnic/cultural differences, speech/language

challenges, and generational differences. When a nursing home accepts a resident for

admission, the facility assumes the responsibilignsiuring the safety and wdleing of the
resident . It is the facilityds responsibilit
knowledgeable in how to react and respond appropriately to resident behavior. All staff are
expected to be in control tfeir own behavior, are to behave professionally, and should

appropriately understand how to work with the nursing home population. A facility cannot

disown the acts of staff, since the facility relies on them to meet the Medicare and Medicaid
requirementgor participation by providing care in a safe environmeé@®S does not consider

striking a combative resident an appropriate response in any situktismlso not acceptable

for an employee to claim higlh&r raatcitdomnwa | nfi
intended to cause harmRetaliation by staff is abusegardless of whether harm was intended,
andmustbe cited.

NOTE: It shouldnot be assumed that every accident or disagreement that occurs between an
employee and a resident should be considered to be abuse. Accidents that may not be
considered to be abuse include instances such as a staff member tripping and falling onto a
resident; or a staff member quickly turning around or backing into a resident that they did not
know was there.

Resident to Resident Abuse of Any Type

A resident to resident altercation should be reviewed as a potential situation of abuse. When
investigating an allegation of abuse between residents, the surveyor should not automatically
assume that abuse did not occur, especially in cases where either or both residents have a
cognitive impairment or mental disorder. Having a mental disordeognitive impairment

does not automatically preclude a resident from engaging in deliberate emcuitental

actions. In determining whether F660@ee from Abuse and Neglect should be cited in these
situations, it is important to remember that abuseuindle s t he term Awi |l | ful 0.
Awil |l ful o means that the individual s acti on
regardless of whether the individual intended to inflict injury or harm. An example of a

del i berate (Awi |acdgnitivaly)impairedreésidemt whocstnkegloutlatea

resident within his/her reaclas opposed to a resident with a neurological disease who has
involuntary movements (e.g., muscle spasms, twitching, jerking, writhing movements) and his/her
body movemenimpact a resident who is nearlifit is determined that the action was not

willful (a deliberate action), the surveyor must investigate whether the facility is in compliance

with the requirement to maintain an environment as free of accident hazgpdsslle, and

that each resident receives adequate supervision (See F689).

The facility may provide evidence that it completed a resident assessment and provided care
planning interventions 0 address a residentds dixdlaressed b
verbal aggression. However, based on the presence of resident to resident altercations, if the
facility did not evaluate the effectiveness of the interventions and staff did not provide immediate
interventions to assure the safety of residehes) the facility did not provide sufficient

protection to prevent resident to resident abuse. For example, redirection alone is not a
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sufficiently protective response to a resident who will not be deterred from targeting other
residents for abuse once Bké has been redirected.

Staff should monitor for any behaviors that may provoke a reaction by residents or others, which

include, but are not limited to:
1 Verbally aggressive behavior, such as screaming, cursing, bossing around/demanding,
insulting to ra@ or ethnic group, intimidating;
1 Physically aggressive behavior, such as hitting, kicking, grabbing, scratching,
pushing/shoving, biting, spitting, threatening gestures, throwing objects;
1 Sexually aggressive behavior such as saying sexual things, inajgeopr
touching/grabbing;

1
T Wandering into otherdés rooms/ space.

Also, resident to resident abuse could involve a resident who has had no prior history of

Taking, touching, or rummaging through ot

h

aggressive behaviors, since a residentodés beha

abuse. For example, a resident pushes away or strikes another resieist ummaging
through his/her possessions.

Visitor to Resident Abuse of Any Type
Allegations of abuse have been reported between spouses, or residents and their parents or

children, in addition to visitor@amiwhiAhe are not
surveyor may obtain informati on fposshiethethe r esi

identifies concerns or issues regarding relationships between the resident and relatives, friends,

and/or visitors. The surveyor should intervievh e s oci al wor ker and revi

assessment and care plan to determine whether the facility identified and provided interventions
on how to address the concerns. (Also see AMd8ically Related Social Services).

In addition, the survey teamust review whether the facility has developed and implemented
policies and procedures related to visitor access. This would inskfe¢y restrictions, such as
denying access or providing limited and supervised access to a visitor who has been baund to
abusing, exploiting, or coercing a resident or who is suspected of abusing, exploiting, or
coercing a resident until an investigation into the allegation has been completed. Any such
restriction should be discussed with the resident or resident repgegse first. Also, the

resident maintains the right to deny visitation according to his/her prefereres.guidance at
F563 Visitation Rights an®#564 Resident Right to Visitors

TYPES OF ABUSE
Identified facility characteristic? that could increase the risk for abuse include, but are not
limited to:

1 Unsympathetic or negative attitudes toward residents;
1 Chronic staffing problems;

1Adapted from AEI der Abus ewk\aho.mt/m8diaeeatie/fadishadd/d357/eB/e p t .
Accessed 21 Mar 2017.

2REl der Abuse: Ri sk and Protective Factors. o cDC,
www.cdc.gov/violenceprevention/elderabuse/riskprotectivefactors.Airokessed 21 Mar 2017.

20


https://share.cms.gov/center/CCSQ/SCG/DNH/NPRM/www.who.int/mediacentre/factsheets/fs357/en
http://www.cdc.gov/violenceprevention/elderabuse/riskprotectivefactors.html
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Lack of administrative oversight, staff burnout, and stressful working conditions;
Poor or inadequat@reparation or training for care giving responsibilities;
Deficiencies of the physical environment; and

Facility policies operate in the interests of the institution rather than the residents.

== =4 =4 =4

In addition, the risk for abuse may increase when a resigldnbits a behavior(s) that may
provoke a reaction by staff, residents, or others, such as
1 Verbally aggressive behavior, such as screaming, cursing, bossing around/demanding,
insulting to race or ethnic group, intimidating;
1 Physically aggressivieehavior, such as hitting, kicking, grabbing, scratching,
pushing/shoving, biting, spitting, threatening gestures, throwing objects;
1 Sexually aggressive behavior such as saying sexual things, inappropriate

touching/grabbing;
i Taking, touching, or rummaginghr ough ot her 6s property;
T Wandering into otherés rooms/ space; and
1 Resistive to care and services.

Some situations of abuse do not result in an observable physical injury or the psychosocial
effects of abuse may not be immediately apparent. In additiem|leged victim may not report
abuse due to shame, fear, or retaliation. Other residents may not be able to speak due to a
medical condition and/or cognitive impairment (e.g., stroke, coma, Alzheimer's disease), cannot
recall what has occurred, or mayhexpress outward signs of physical harm, pain, or mental
anguish. Neither physical marks on the body nor the ability to respond and/or verbalize is
needed to conclude that abuse has occurred.

Abuse may result in psychological, behavioral, or psgob@l outcomes including, but not
limited to, the following:
1 Fear of a person or place, of being left alone, of being in the dark, and/or disturbed sleep
and nightmares;
1 Extreme changes in behavior, including aggressive or disruptive behavior toward a
specific person; and
1 Running away, withdrawal, isolating self, feelings of guilt and shame, depression, crying,
talk of suicide or attempts.

The guidance below identifies some characteristics of specific types of abuse.

Physical Abuse
Physical abuse includes, but is not limited to, hitting, slapping, punching, biting, and kicking.

Corporal punishment, which is physigainishmentis used as a means to correct or control
behavior. Corporal punishment includes, but is not limited iteglpng, spanking, slapping of
hands, flicking, or hitting with an object.

3 Adapted from Lachs MS, Rosen T, Teresi JA, Eimicke JP, Ramirez M, Silver S, Pillemer K
Verbal and physical aggression directed at nursing home staff by residents. J Gen
Intern Med. 2013 May; 28(5):66D.
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Possible indicators of physical abuse include an injury that is suspicious because the source of
the injury is not observed, the extent or location of the injury is unusual, audeof the
number of injuries either at a single point in time or over time.

Examples of injuries that could indicate abuse include, but are not limited to:

Injuries that are noraccidental or unexplained;

Fractures, sprains or dislocations;

Burns, bligers, or scalds on the hands or torso;

Bite marks, scratches, skin tears, and lacerations with or without bleeding, including

those that are in locations that would unlikely result from an accident;

1 Bruises, including those found in unusual locationdhsagthe head, neck, lateral
locations on the arms, or posterior torso and trunk, or bruises in shapes (e.g., finger
imprints); and

1 Facial injuries, including but not limited to, broken or missing teeth, facial fractures,
black eye(s), bruising, bleedimg swelling of the mouth or cheeks.

= = =4 =4

Deprivation of Goods and Services by Staff

Abuse also includes the deprivation by staff of goods or services that are necessary to attain or
maintain physical, mental, and psychosocial voeling. In these cases, sta#fs the knowledge

and ability to provide care and services, but choose not to do it, or acknowledge the request for
assistance from a resident(s), which result in care deficits to a resident(s).

Mental and Verbal Abuse

Mental abuse is the use of verbal or nonverbal conduct which causes or has the potential to
cause the resident to experience humiliation, intimidation, fear, shame, agitation, or
degradation.

Verbal abuse may be considered to be a type of mental alerbal abuse includes the use of
oral, written, or gestured communication, or sounds, to residents within hearing distance,
regardless of age, ability to comprehend, or disability.

Examples of mental and verbal abuse include, but are not limited to:

Harassinga resident;

Mocking, insulting, ridiculing;

Yelling or hovering over a resident, with the intent to intimidate;

Threatening residents, including but limited to, depriving a resident of care or
withholding a resident from contact with family amerds; and

1 Isolating a resident from social interaction or activities.
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NOTE: Although a finding of mental abuse indicates that a facility is not promoting an
environment that enhances a residentds dignit
F600 at the appropriate severity level with consideration of the psychosocial outcome to

residents.



Effective November 28, 2017

Mental abuse includes abuse that is facilitated or enabled through the use of technology, such as
smartphones and other personal electronic devidésswould include keeping and/or

distributing demeaning or humiliating photographs and recordings through social media or
multimedia messaging. If a photograph or recording of a resident, or the manner that it is used,
demeans or humiliates a resident(sgaedless of whether the resident provided consent and
regardless of the resident s c ogmplidgntevematedst at us
to abuse at this tag. This would include, but is not limited to, photographs and recordings of
residentghat contain nudity, sexual and intimate relations, bathing, showering, using the

bathroom, providing perineal care such as after an incontinence episode, agitating a resident to
solicit a response, derogatory statements directed to the resident, sholodyg part such as
breasts or buttocks without the residentos fa
comments in a demeaning manner, directing a resident to use inappropriate language, and

showing the resident in a compromised positidependihg on what was photographed or

recorded, physical and/or sexual abuse may also be identified.

Sexual Abuse
A Sexual akonseasoal sexual cootact of any type with a resident, as defined at 42
CFR 483.5.Sexual abuse includes, but is not is limatted to:
1 Unwantedntimate touching of any kind especiatiiybreasts or perineal area;
1 All types of sexual assault or battery, such as rape, sodomy, and coerced nudity;
1 Forced observation of masturbation and/or pornography; and
1 Taking sexually explicphotographs and/or audio/video recordings of a resident(s) and
maintaining and/or distributing them (e.g. posting on social media). This would include,
but is not limited to, nudity, fondling, and/or intercourse involving a resident

Generally, sexdacontact is nonconsensual if the resident either:
1 Appears to want the contact to occur, but lacks the cognitive ability to consent; or
1 Does not want the contact to occur.

Other examples of nonconsensual sexual contact may include, but are nottysi@ihtions
where a resident is sedated, is temporarily unconscious, or is in a coma.

Any investigation of an allegation of resident sexual abuse must start with a determination of

whet her the sexual activity was consensual on
consent to engage in sexual activity is not valid if it is obtafred a resident lacking the

capacity to consent, or consent is obtained through intimidation, coercion or fear, whether it is
expressed by the resident or suspected by staff. Any forced, coerced or extorted sexual activity

with a resident, regardless dfe existence of a piexisting or current sexual relationship, is

considered to be sexual abuse. A facility is required to condunvastigation angrotect a

resident from nostonsensual sexual relations anytime the facility has reason to suspect that the
resident does not wish to engage in sexual activity or may not have the capacity to consent.

Non-Sexual Physical Contact with Residents

Nothingi n t hi s guidance is intended-sexualconiagni t a r e
such as holding a residentdés hand. 't i s no
contact of any type" policies/procedures/practices betwedhastd residents or residents and
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others, assuming such contact i s consistent w
assumed that all physical contact involving a resident would constitute sexual abuse.

Capacity and Consent

Residents ha the right to engage in consensual sexual actisiygwever, anytime the facility

has reason to suspect that a resident may not have the capacity to consent to sexual activity, the
facility must ensure the resident is evaluated for capacity to conResidents without the

capacity to consent to sexual activity may not engage in sexual activity.

NOTE: For information r el at egstessmentaf @ldeeAduits ni ng ¢
with Diminished Capacity: A Handbook for Psychologis@&sAmerican Bar Association

Commission on Law and AgifigAmerican Psychological Association, located at
http://www.apa.org/pi/aging/programs/assessment/capgusfychologishandbook. pdf

This resource includesdiscussion on determining issues related to determining consent

including:

The legal standards and criteria for sekeansent vary across states (Lyden, 2007,

Stavis et al., 1999). The most widely accepted criteria, which are consistent with those
applied to consent to treatment, are: (1) knowledge of relevant information, including

risks and benefits; (2) understandiagrational reasoning that reveals a decision that is
consistent with the individual 6s values (c
choice without coercion) (Grisso, 2003; Kennedy, 1999; Stavis, 1991, Stavis et al., 1999;
Sundram et al., 1993).

When investigating an allegation of sexual abuse, the facility must conduct a thorough

investigation to determine the facts specific to the case investigated, including whether the

resident had the capacity to consent and whether the resident actualgnteshso the sexual
activity. A residentdés voluntary engagement i
activity; in these instances, if the facility has reason to suspect that the resident may not have the
capacity to consent, the facility styprotect the resident from potential sexual abuse while the
investigation is in progress.

Determinations of capacity to consent depend on the context of the issue and one determination
does not necessarily apply to all decisions made by the resilenexample, the resident may

not have the capacity to make decisions regarding medical treatment, but may have the capacity

to make decisions on daily activities (e.g., when to wake up in the morning, what activities to

engage in).Determinations of cagaty in this context are complex and cannot necessarily be
based on a residentdés diagnosis alone. Capac
the ability to understand potential consequences and choose a course of action for a given

situation. Decisions of capacity to consent to sexual activity must balance considerations of

safety and resident autonomy, and capacity determinations must be consistent with State law, if
applicabl e. The facilityos dentlfyiwbhend@v, angpby o c e d u
whom determinations of capacity to consent to a sexual contact will be made and where this
documentation will be recorded. See also 42 CFR 483.10(f) [F561] for concerns related to the
resi dent 0-sletermingtiort thraupsuppaet loffresident choice, and 42 CFR


http://www.apa.org/pi/aging/programs/assessment/capacity-psychologist-handbook.pdf
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483.10b)(3( 7) [ F551] for concerns related to the e
resident representative.

NOTE: CMS is not requiring facilities to adopt a specific approach in determiningeas i dent 6 s
capacity to consent. However, the facility administration, nursing and medical director may

wish to consider establishing an ethics committee, that includes legal consultation, in order to
assist in the development and implementation of podieyed to aspects of quality of life and/or

care, advance directives, intimacy and relationships.

Cognitive functioning may change due to health issues such as, but not limited to stroke,

dementia, depression/psychiatric illnessesther impacts suchsamedication(s), hearing/visual

loss, and stress. Therefore, the facility should continue to monitorandira | uat e a r esi ¢
capacity to consent over time, as needed, bas
psychesocial needs. Sedsa 42 CFR 483.10(g)(14) [F588otification of Changes].

Residents With Designated or Legally Appointed Representatives

A resident may have a representative that has been appointed legally under State law through,
for example, a power of attorney, guardian, limited guardian, or conservatorship. These legal
appointments vary in the degree that they empower the appoauezsentative tonake

decisions on behalf of the resident. While a legal representative may have been empowered to
make some decisions for a resident, it does not necessarily mean that the representative is
empowered to make all decisions for the rediddme individual arrangements for legal
representation will have to be reviewed to determine the scope of authority of the representative
on behalf of the resident.

A resident may also have designated an individual to speak on his/her behalf fardeftsi

care or other issues. However, it is necessary for the resident, his/her representative and the
facility to have a clear understanding of the types and scope of decisaiing authority the
representative has been delegated.

Any decisiormaking power that is not legally granted to a representative under state law is
retained by the resident. It is the responsibility of the facility to ascertain what decisions the
representative is legally empowered to make on behalf of the resident.

More speifically, regarding consent for sexual activity, State law and the legal instruments
setting up resident representation may be silent on that topic. The facility must be aware of the
representativeds scope of -nekinghority regarding

When a resident with capacity to consent to sexual activity and his/her representative disagree

about the resident engaging in sexual activit
irrespective of that di s daythoeitg doesmdtaddréssthahe r epr
type of decisioma ki ng f or sexual activity. I f the r es

addresses decisiemaking for sexual activity, then the facility must honor the resident
representati veosthid@ ERRI4A&3ILA). consi stent w
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NOTE: See F551 at 42 CFR 483.10(b}6)the facility has reason to believe that a resident
representative is making decisions or taking actions that are not in the best interests of a
resident, the facility shall report such c@mas in the manner required under State law.

Indicators of Potential Sexual Abuse
In addition to reports from residents and others that sexual abuse occurred, possible physical
indicators of sexual abuse that would require investigation by the faaidysurvey team
include, but are not limited to:
1 Bruises around the breasts, genital area, or inner thighs;
1 Unexplained sexually transmitted disease or genital infections;
1 Unexplained vaginal or anal bleeding; and/or
1 Torn, stained, or bloodynderclothing.

Literature indicates that the mostevalentpsychosocial outcomes of abuse are depression,
anxety, and posttraumatic disordérOther possible outcomes of sexual alGenay include
SUDDEN OR UNEXPLAINED CHANGES in the following behaviors and/or activities such as
fear or avoidance of a person or place, of being left alone, of the dark, nightmares, and/or
disturbed sleep.

Allegations of Sexual Abuse

There are additionlaconsiderations when investigating allegations of sexual abuse involving:
1 Sexual abuse by a staff member;
1 Resident to resident sexual abuse; and
1 Sexual abuse by a spouse or visitor.

For any alleged violation of sexual abuse, the facility must:
1 Immediately implement safeguards to prevent further potential abuse;
1 Immediately report the allegation to appropriate authorities;
1 Conduct a thorough investigation of the allegation; and
1 Thoroughly document and report the result of the investigation of the allegation.

See Tags F608, F609, and F610.

Allegations of Staff to Resident Sexual Abuse

Nursing home staff are entrusted with the responsibility to protect and care for the resifient

that facility. Nursing home staff are expected to recognize that engaging in a sexual relationship
with a resident, even an apparently willingly engaged and consensual relationship, is not
consistent with the st af fllbewensitered anabuse oflp@avera s a

4Dong X, Chen R, Chang ES, Simon M. Elder abuse and psychologicédieued: a
systematic review and implications for research and pelayini review.
Gerontology. 2013;59(2):1322.
5 Adapted from Burgess AW, Dowdell EB, Prentky RA. Sexual abuse of nursing home residents. J
Psychosoc Nurs Ment Health Serv. 2000 Jun; 38(63:10
6 Adapted from Burgess AW, Clements PT. Information processing of sexual abuse in elders. J Forensic Nurs.
2006 Fall; 2(3):1120.
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Also, for some health care professionals, it is prohibited by licensure or certification
requirements for professionals to have a relationship with a resident (or patient).

NOTE: Refer to applicable State professibfieensure/certification requirements and/or scope
of practice.

Any sexual relationship between a staff member and a resident with or without diminished
capacity may constitute sexual abuse in the absence of a sexual relationship that existed before
theresident was admitted to the facility, such as a spouse or partner, and must be thoroughly
investigated. However, in a rare situation, it may not be considered to be sexual abuse when a
nursing home employee has a+avasting sexual relationship with amdividual, (i.e., spouse or
partner) who is then admitted to the nursing home, unless there are concerns about the
relationship not being consensual.

Allegations of Resident To Resident Sexual Abuse

Studies show that a considerable amount of unwantedbkeontact in nursing homes may be
initiated by a resident who is sexually aggressive as a result of disease processes such as brain
injuries or dementia. In addition, a resident may have agm®upation for sexual activity, or

have had a prior historgf sexual abuse. The resident who is sexually aggressive may target a
resident who is unable to protect him/herself, and may involve various types of sexual aggression
such as fondling both over and under clothing, masturbation in the presence of aesitient

and is unwanted by that other resident, forcing oral sex, or sexual intercourse.

If there is an allegation that a resident did not wish to engage in sexual activity with another
resident or may not have the capacity to consent, the facilityregmind to it as an alleged
violation of sexual abuse.

Allegations of Visitor to Resident Sexual Abuse

In certain situations, sexual activity between a resident and a visitor (e.g., spouse, partner) may
not be considered to be abuse, if there was eegigting sexual relationship, the resident has

the capacity and ability to consent, and the resident wislheontinue with the sexual

relationship. Regardless, the nursing home must ensure that a visitor(s) is not subjecting any
resident(s) to sexual abuse. In addition, the nursing home staff must immediately act on any
allegation or suspicion that a visités engaging in improper sexual activity with a resident (See
F608, F609, F610).

Response to Alleged Violations of Sexual Abuse

If an allegation of sexual abuse has been reported, the facility must immediately protect the
alleged victim(s) involvedeport the alleged violations to the Administrator and appropriate
State and local authorities, and begin an investigation of the allegation. See also 42 CFR
483.12 (c)(1)4), F609Reporting of Alleged Violations and FEResponse to Alleged

Violations. As the facility conducts its investigation, the facility must not tamper with evidence.
Tampering with evidence would impede completion of a thorough investigation by the facility
and other investigating authorities. Examples of tampering include réuta limited to:

washing linens or clothing, destroying documentation, bathing or cleanirrgsitentuntil the
resident has been examined (including a rape Kit, if appropriate), or otherwise impeding a law
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enforcement investigation. If the surveyantfies that the facility has tampered with evidence,
the surveyor should investigate whether the facility is in compliance with F607 and F610.

Determination of Findings and Potential to Foresee Abuse

It has been reported that some facilities have identified that they are in compliance with F600

Free from Abuse and Neglect because that they could not foresee that abuse would occur and
they have fidone everything t @nngofpotentinlt abuse, 0
employees, assessed residents for behavioral symptoms, monitored visitors, provided training on
abuse prevention, suspended or terminated employment of the perpetrator, developed and
implemented policies and procedures to prohibit abasd,met reporting requirements.

However, this interpretation would not be con
resident has the right to be free from verbal
the survey team has invigistted and collected evidence that abuse has occutrisd,

appropriate for the survey team ¢de the current or past noncomplian@ F600-Free from

Abuse and Neglect.

Determination of Past NorCompliance

Past noncompliance occurs when noncomma@has occurred in the past, but the facility

corrects the deficiency and is in substantial compliance at the time of the current survey. More
specifically, a deficiency citation at past noncompliance meets the following three criteria:

1. The facilitywas not in compliance with the specific regulatory requirement(s) at the time
the situation occurred;

2. The noncompliance occurred after the exit date of the last standard (recertification)
survey and before the survey (standard, complaint, or reeigitently being conducted,
and

3. There is sufficient evidence that the facility corrected the noncompliance and is in
substantial compliance at the time of the current survey for the specific regulatory
requirement(s), as referenced by the specitadror K-tag.

The surveyors must document t hab67fteci | i tyos
facility is not required to submit a plan of correctioRefer to Appendix Pof the State

Operations Manual (SOM) fanore specifiegnformation on determiningnd

documenting past noncompliand@efer to SOM Section 7510.1 for information on the
imposition of a civil monetary penalty related to a finding of past noncompliance.

NEGLECT

NOTE: For purposes of this guidance, fAstaffo ir
consultants, contractors, volunteers. Staff would also include caregivers who provide care and
services to residents on behautsédaidettaininghe f aci | i
program, and students from affiliated academic institutions, including therapy, social, and

activity programs.

The Link between Noncompliance at Resident 6s
Neglect of Goods and Services
Neglect at F601 should not automatically be <c

Care/Quiality of Life tags. While the latter citations identify potential or actual negative
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outcomes in the areas of qgulgyiodie megiedidentifigght s
the facilityds failure to provide the requ
of one or more residents. This may includ
to provide necessw staff, supplies, services, policies, training, or staff supervision and
oversight to meet the residentodés needs.

ir
e,

Identifying Neglect

If the facility is aware of, or should have been aware of, goods or services that a resident(s)
requires but the fadtly fails to provide them to the resident(s). Neglect may be the result of a
pattern offailures ormay be the resutif oneor more failuresnvolving one resident and one
staff person.

Neglect of goods or services may occur wheasd f ar e aware, or shoul d
care needs, based on assessment and care plafmingreunable to meet the identified needs
due to other circumstances, such as lack of training to perform an intervention (e.g., suctioning,
transfers, se of equipment), lack of sufficient staffing to be able to provide the services, lack of
supplies, or staff lack of knowledge of the needs of the resident. Examples include, but are not
limited to:
1 A nurse aide was assigned to care for several residehts required, assistance to eat,
drink, dress, bathe, toilet, walk, and positioning in bed or chair. Due to the workload
and resident care requirements, the nurse aide is unable to respond to call lights or
complete the assignments for all of the resisi¢éimat she is assigned to provide care for.
In addition, due to insufficient numbers of staff in the facility, there is no other nurse aide
available to assist her. This inability of the nurse aides in this unit to respond to call
lights and to compte resident care assignments occurs throughout the shift, resulting in
omi ssions in delivery of services to meet
a result of the lack of sufficient staff to implement the care plan as ordered and
inadequatesupervision to assure that care was provided as ordered and/or as planned.
In addition, staff had reported to administration their concerns about not meeting the
residentsd needs, but administration fail
1 The nursing home utilizes temporataffing agencies, but does not have processes in
place to provide orientation, or medical or care plan information for the temporary staff
regarding the individual residentdos needs
assigned.
1 The nursing homtailed to respond to residents refusing to bathe/shower, based on
complaints of cold water during bathing/showering. Maintenance staff identified
equi pment failures and reported them to t
recommendations to replace the wdteating system. However, the administrator did
not address these failures, resulting in the diminished quality of life for residents.

Identification of Goods and Services Required by Residents

When a resident is admitted to a nursing home, the nursing home has determined that it has the
capability and capacity to provide goods and services to meet the needs of the resident by its
staff. In addition, other services as needed by the resident@asisessed and addressed by the
nursing home. This does not mean that all services must be directly provided by the nursing
home, but the nursing home must assist and/or make referrals for the resident to receive

q
e

e

h
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necessary services. Examples of striegtiand processes the facility must have in place, include
but are not limited to:

I Structures The nursing homeds capability and cap
services such as:
o A facilityds assessment to dereforritsni ne what

residents competently;

o The provision of sufficient numbers of qu
assessment and as needed to meet resident needs;

o0 An effective orientation, training, and evaluation program, which includes, bot is
l imited to, nursing home resident care po
needs,resident care requirements based upon assignments and duties including types
of services and treatments required for each resident, and other interventions
necessary to meet a resident(s) needs

o Oversight and monitoring of staff performance including conducting performance
evaluations for direct care staff (nurse aides), and how weaknesses or training needs
are addressed,;

o Oversight and monitoring of contrasxt services or services provided under

arrangement;
o Resident care policies and procedures to ensure that the facility provides care and
services in accordance with current stand

diagnosis, and that provide clinical and technical direction to meet the needs of each
resident admitted;

o Sufficient amounts of food to meet dietary needs;

o Availability of medications and supplies necessary to provide care;

o Implementation of an infection control and prevention program that includes staff
procedures for care including hand hgge, standard and transmission based
precautions, including use of PPE;

0 A safe and sanitary environment;

o Provision of sufficient clean linens;

o Adequate and appropriate equipment and devices and other available technology,
including procedures for howtuse, clean, maintain and store equipment;

0 An effective communication system across all shifts for communicating necessary
care and information between staff, practitioners and resident representatives; and

o If admittedthe provision of specialized setes for residents who require
rehabilitation services, dialysis, respiratory therapy (mechanical ventilation or
oxygen therapy), IV therapy, and hospice.

1 Processes so that the needs of each resident are met, based upon:

o Initial and ongoing assessmentstioé¢ clinical needs of the resident including any
acute changes in condition, such as cardio/respiratory failure, choking,
hemorrhaging, poor glycemic control, onset of delirium, behavioral emergencies, or
falls resulting in head injuries or fractures;

0 Theprovision and implementation of a resideapiecific care plan including the
ongoing evaluation and revision of the care plan as necessary;

o Ongoing monitoring and supervision of staff to assure the implementation of the care
plan as written; and
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o Effectivecommunication between staff, health care practitioners, and the
resident/resident representative.

The cumulative effect of different individual failures in the provision of care and services by staff
leads to an environment that promotes neglect.niptes of individual failures include, but are
not limited, to the following:

1
1
1

== =

= =

== =

T
T

Failure to provide sufficient, qualified,
Failure to provide orientation and/or training to staff;

Failure to provide training on newquipment or new procedures or medications required

for the care of a specified resident or required due to changes in acceptable standards of
practice;

Failure to oversee the implementation of resident care policies;

Failure to provide supervision and/monitoring of the delivery and implementation of

care;

Failure of staff to implement resident interventions, even when residents are assessed and
interventions are identified in the care plan;

Failure to identify, assess, and/or contact a physician and/or prescriber for an acute
change in condition, and/or a change in condition that requires the plan of care to be
revised to meet the residentds needs i n a
Failure to ensure sfhrespond correctly to medical or psychiatric emergencies;

Failure to monitor and/or provide adequate supervision to assure that environmental
hazards are not present including but not limited to:

0 Access to hot water of sufficient temperature to causedisjury;

o Nonfunctioning call system without a compensatory action;

o Improper handling/disposal of hazardous materials, chemicals and waste;

o Infestation by insects/rodents;

Failure to provide adequate monitoring and supervision, if smoking is allowed;

Failure to meet financial obligations for the delivery of care and the maintenance of the
facility (e.g. payment for staff, utilities, contractors);

Failure of the Quality Assurance and Assessment committee to develop and implement
appropriation actiorplans to correct identified quality deficiencies;

Failure of administration to effectively and efficiently use its resources to attain or

maintain the highest practicable physical, mental, and psychosociabeiely; and

Failure to provide oversight of edical services that are provided in the facility.

The failure to provide necessary care and services resulting in neglect may not only result in a
negative physical outcome, but may also impact the psychosociddeisdl of the resident, with
outcomesuch as mental anguish, feelings of despair, abandonment, and fear. (Refer to
Psychosocial Outcome Severity Guide in Appendix P)

INVESTIGATIVE SUMMARY FOR ABUSE AND NEGLECT

INVESTIGATION OF ALLEGATIONS OF ABUSE

The process to review concerns are outlimetheAbuse Critical Element Pathway (Form CMS
20059).
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Summary of Procedures
Identify if there is an alleged violation of abuse, physical punishment or allegations of an
individual depriving a resident of care or services.
1 Refer to the Neglect Critical Element Pathway to investigate concerns about structures or
processes leading to a resident(s) failing to receive requiredaraiservices.
1 Refer also to the Investigative Protocol for FER8porting Reasonable Suspicion of a
Crime, if a covered individual did not report a reasonable suspicion of a crime or an
allegation of retaliation.

NOTE: If you receive an unreported allegation of ahusport this immediately to the facility
administrator or person in charge.

Use observations, interviews, and record review to gather and corroborate information related
to:
1 The alleged abuse, including anything that could have placed the allegedaticisk
for abuse, who was involved, what happened, and when and where did it happen;
1 Any injuries and/or physical/psychosocial outcomes, including whether
interventions/medical treatment was required;
1 Details of actions taken, including protecting thsident(s), reporting, investigating,
and corrective actions;
1 Whetherthere is any indication that retaliation may have occurred; and
1 What types of training and/or orientation staff may have received related to abuse.

For specific allegations of abustle surveyor should review

1 For allegations of staff to resident abustffing rosters to determine staffing hettime
of the alleged abusdntecardsfor staff on duty at the timand conduct staff interviews
to determine whether there was adequataitoring and supervision of staff at the time
of the allegation. The surveyshould also review staff training logs to determine
whether staff @&s trained on abuse preventiand review the alleged perpetrator
personnel records, including screening ahsiciplinary records, if any.

1 For allegations of resident to resident abuse, whether there is a histdistassed
behaviors that could placesidentsat risk, whether resident assessmedéntified
concerns related to behavior, mo@agnitive stats, communication, and mobility and
whethercare planningaddressed the concerns identified with specific interventions,
whether interventions were implementadd whether there was adequate monitoring
and supervision of the resident(s).

1 For allegations évisitor to resident abuse, whether there was any indication of risk to
the resident(s) and whether adequate monitoring and supervision were prasided
appropriate

INVESTIGATION FOR ALLEGATIONS OF NEGLECT
The process to review concerns ardlined in theNeglect Critical Element Pathway (Form
CMS20130).
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Use

Use the NegledTritical Element (CE) Pathway, and the above Guidance when investigating
concerns related tetructures or processes that have led to resident outcome such as unrelieved
pain, avoidable pressure injuries, avoidable dehydration, lack of continence care, or
malnourishment.

Utilize appropriate Critical Element Pathways for care issues, in ordetentify whether
noncompliance for a care concern exists first and determine whether further investigation is
needed as to whether the facility has the structures and processes to provide necessary to
provide goods and services to residents.

Summary ofProcedures
Interview staff and review facility policies and procedures to determine:
1 How the facility monitors and provides oversight of the provision of care and services;
and
1 How the facility responds when there are concerns that a resident(s)risceoting
necessary goods and services.

KEY ELEMENTS OF NONCOMPLIANCE FOR ABUSE AND NEGLECT
To cite deficient practice at F600, the surve
facility:
T Failed to protect a r espedfabosednsludingcgrpotal t o b e
punishment, and neglect, that results in, or has the likelihood to result in physical harm,
pain, or mental anguish; or
1 Failed to ensure that a resident was free from neglect when it failed to provide the
required structuresind processes in order to meet the needs of one or more residents.

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION
During the investigation, the surveyor may have determined that concerns may also be present
with related outcome, process and/or structtgguirements. The surveyor is cautioned to
investigate these related requirements before determining whethe&onguliance may be
present. Some examples of related requirements that should be considered include the
following:
1 42 CFR 483.10(f)(4)(ifv), F563- Visitation Rights
o Determine if the facility provided immediaecess and visitation by family,
designated representatives or other individuals, subject to reasonable restrictions and
the residentods right to deny or withdraw
42 CFR483.10(f)(4)(vi), F564Resident Right to Visitors
42 CFR 483.10(g)(1), F572Notice of Rights and Rules
42 CFR 483.10(h), F583Personal Privacy/Confidentiality of Records
42 CFR 483.12(a)(34), F606- Not Employ/Engage Staff with Adverse Actions
42 CFR 483.12(b)(144), F607i Develop/Implement Abuse/Neglect, etc. Policies
42 CFR 483.12(b)(5), F608Reporting of Reasonable Suspicion of a Crime
42 CFR 483.12(c)(1), (4), F6AG9Reporting of Alleged Violations
42 CFR 483.12(c)(2X(4), F6101 AllegedViolationsInvestigate/Prevent/Correct
42 CFR 483.24, F675Quality of Life

=4 =2 =8 =0 -5 -9 -9 -9 -9
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1 42 CFR 483.25(d), F68%ree of Accident Hazards/Supervision/Devices
o Determine if the facility ensured that the resident environment remains as free from
accident hazards as iopsible and each resident receives adequate supervision to
prevent accidents relatedtoresidéotr e si dent al tercations whe
action is not willful.
1 42 CFR 483.35, 483.35(a), and 483.35¢J25 and F726 Sufficient and Competent
Staff
1 42 CFR 483.35(a)(3) and (a)(4), 483.35(c), F126ompetent Staff
1 42 CFR 483.40(kfb)(1), F742 Treatment/Svc for Mental/Psychosocial Concerns
42 CFR 483.75 (g)(2)(i)F867- QAA Activities
1 42 CFR 483.95(c), F942Abuse, Neglect, and Exploitation Training
1 42 CFR 483.95(g), F94Required InService Training for Nurse Aide

DEFICIENCY CATEGORIZATION

In addition to actual or potential physical harm, always consider whether psychosocial harm has
occurred when determining severity level (See Appendix P, Section IV, E, Psychosocial Outcome
Severity Guide).

Examples of Severity Level 4 Noncompliancertradiate Jeopardy to Resident Health or
Safety include, but are not limited to:

1 The facility failed to protect a resident from sexual abuse resulting in serious
psychosocial harm. A resident, with moderate confusion and who was dependent on staff
for care, reported to staff that she was i
perpetrator. However, staff, who thought the resident was confused, did not report her
allegation to facility administration and failed to provide protection for the resident
allowing ongoing access to the resident by the alleged perpetrator. Thenteside
expressed recurring fear whenever the perpetrator approached the resident, exhibited
crying and agitation, and declined to leave her room.

1 The facility failed to protect two residents from mental abuse and extreme humiliation
perpetuated by two staifho posted videos and photographs on social media, of the
residents during bathing, using the bathroom and grooming, which included nude photos
and photos of genitalia. In addition, on the videos, the two staff verbally taunted and
made cruel remarks to ¢tresidents including making fun of the way the resident looked
and acted. One resident who was cognitively impaired was shown on the video to be
crying in response to the remarks made to her by the staff. One resident, who was
cognitively intact, told grveyors that he was extremely humiliated and angry when he
found out that these items were posted.

{1 The facility failed to ensure that a resident was free from neglect when it did not have the
structures to provide necessary goods and services to residaumtisig facility tour, the
surveyor noted a strong urine odor. Residents were observed to é& with soiled
clothes and linens. Residents told the surveyor that they did not get out of bed or dressed
since there were not enough nurse aides to assist them. During interviews with nurse
aides, it was reported that the facility lacked supplies, siscmcontinence briefs,
laundry/housekeeping supplies, gloves and fobderview with the Director of Nurses
revealed that the medical supply vendor was suspended and no longer providing supplies
to the facility due to nopayment. Multiple staff al® reported not receiving their last
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paychecksDuring interviews with residents, residents reported mice in their

rooms. During observation of the kitchen and interview with the dietary manager, there
was evidence of rodent infestation, including stediirsg rodents eating and finding torn
bags and crumbs on the flooiThe administrator reported that the pest control company
had visited the facility recently, but there was no record of the visit or proposal for
remediation. Also, there was no sanitizéor the dishwasher and no alternative method
for sanitizing dishes.

Examples ofSeverity Level 3 Noncompliance Actual Harm that is not Immediate Jeopardy
include, but are not limited to:

1 The facility failed to ensure that a resident was free fromipalyabuse. A resident, who
required supervision due to physical aggression, was observed to have escalating
behaviors, resulting in striking out at staff and residents in the vicinity. The staff failed to
ensure that residents in the vicinity were safe] the resident pushed another resident
who was walking to his/her room. The resident fell to the floor with a resulting fracture
to her arm that required treatment at the hospital, placement of a cast and was in
moderate pain due to the fracture. Téa&vas no significant decline in mental or physical
functioning.

1 The facility failed to ensure that a resident was free from corporal punishment. A
resident who had a cognitive disability carried a doll around with her throughout the
day. During an actity, the resident placed the doll in a chair next to her and refused to
all ow another resident to use the chair.
removed the doll so the other resident could sit down. The staff told the resident she
could not atend any more activities with the doll, or he would get rid of it and the
resident would never see it again. The resident began to scream, cry for her doll and left
the room. The resident will not leave her room to attend any activities for fear that the
staff person will take her dol I . The resi
expresses fear when taken for bathing and meals without her doll.

1 The facility deprived residents of care related to failure of staff to respond timely to
r es i deguedtssudd treat residents with dignity and respect which resulted in ongoing
embarrassment, humiliation, and the failure to provide incontinence care as needed to
meet the needs of several residents. Based on family and resident group interview, other
residents and their family members complained that residents often waited a long time
(up to an hour) before staff took them to the bathroom, resulting in residents urinating in
their beds and lying iarine for long periods of timeResidents indicated i this is a
problem, especially on the night shiResdents wereold by nurse aides to just urinate
on their beds and staff would change the sheets in the morning. Twsiigistaff
members confirmed that they had seen other staff disconnekticall ht s i n resi de
rooms so that they were not functioningfter investigation, it was determined that the
nursing home failed to provide necessary cgMOTE: In this example, the surveyor
had already identified noncompliance at dignity (F550) andauy incontinence
(F690)]

1 The facility deprived a resident of care by failing to provide access for resident
communication and response to residentds r
resident 6 s o0 ng o Durigg asuevayrtheasueybr obsarxed that & .

A

residentds call |l ight was pinned The a priv
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resident stated that staff removes the call light at night because the nursing staff said he
used it too much and they did not have time to an#veelight all the time.The resident
began crying, and expressed fear that something would happen and he would have no
way of getting assistance as staff would not come if he called out for help.

1 The facility neglected to provideipervision and monitang to assure that continence
care is provided with dignity, respect and meets the needs of a resident. During a
complaint survey, the investigation revealed that a cognitivepaired resident had
been left with his lower body uncovered and completggsed, and unattended for
several hours. Also, the investigation also identified that his catheter bag had been left
lying flat on the bed so that urine could not flow freely or drain, resulting in expressions
of pain and discomfort. Interview with thieazge nurse revealed that she whas only
nurse in the building during the night shift and stated that the she was unable to monitor
the nurse aidesd provision of care because
was identified that insufficiemurse staffing has been reported to the administration and
that this was an ongoing concern.

Examples of Severity Level 2 ConsiderationsNoncompliance No Actual Harm with Potential
for More Than Minimal Harm that is Not Immediate Jeopardyclude, but are not limited to:
1 The facility failed to assure that a resident was free from verbal abuse. A resident with
cognitive impairment did not want to be bathed and began yelling at a staff person and
called her a derogatory name. The staffpern y el | ed back at the r e
candét call me that! o and called the reside
in the bathing area, overheard the exchange and immediately reported the exchange to
the charge nurse. The resident wagared to be upset initially, but did not exhibit any
further change in behavioand requested not to be assigned to that staff person.
1 The facility failed to assure that structures and processes were in place when using
student nurse aidesto provideres sary care, based on the re:c
observation, a resident was observed with broken and chipped fingernails, which were
caked with feces. In interviews, the student nurse aides stated that they did not know that
they had to provide nadare, and that they had not received orientation or sufficient
training in this type of care. There was no monitoring by staff or student instructors of
the provision of grooming for residents, nor attention to the care plan interventions.

Severity Leel 1: No Actual Harm with Potential for Minimal Harm
The failure of the facility to prevent abuse or neglect is more than minimal harm. Therefore,
Severity Level 1 does not apply for this regulatory requirement.

F602

8483.12

The resident has the right to be free from abusejeglect, misappropriation of resident

property, and exploitation as defined in this subpart. This includes but is not limited to

freedomfrom corporal punishment, involuntary seclusionand any physical ochemical
restraint not required to treat the residenté

INTENT
Each resident has the right to be free fronsappropriation of property and exploitation
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NOTE: Refer to F608 for requirements related to reporting of a reasoraldpicion of a crime.

DEFINITIONS i
AExploitation, 06 as defined at A483. 5, means fitaking
through the use of manipulation, intimidati on

fiMisappropriation of resident property, as definecat 8483.5means fAt he del i ber a
mi spl acement, exploitation, or wrongful, temp
or money without the residentébés consent. o

GUIDANCE

Residentsdo property includes all residentsodo p
others since they may hold intrinsic value to the residBesidents are permitted to keep

personal clothing and possessions for their use while in the ya@bhtlong as it does not

infringe upon the rights of other residents (See F5BXamples of resident property include

j ewel ry, clothing, furniture, money, and el ec
such as name and identifying informatio cr edi t cards, bank account s
social security cards.

Examples of misappropriation of resident property include, but are not limited to:

Identity theft;

Theft of money from bank accounts;

Unauthorized or coerced purchasesoneasri dent 6

Unaut horized or coerced p

A resident who provides a

persuasion; and

1 A resident who provides monetary assistance to staff, after staffiaae the resident
believe that staff was in a financial crisis.

credit car d;
chases from res
i ft to staff i n

= =4 =4 -4 N
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Facility staff are in a position that may be perceived as one of power over a resident. As such,

staff may be able to manipulate or unduly influence decisions by the resgtafitmust at

accept or ask a resident to borrow personal items or money, nor should they attempt to gain
access to a residentdés holdings, money, or pe
request for a loan, or solicitatiozor example, exploitation magclude, but is not limited to,

when a resident, or resident representative, has given his/her money or belongings to staff as a

result of coercion, or because the resident, or resident representative, believes that it was
necessary (e.g., inordertoréecee e good care). A resident s apj
obtained from a resident lacking the capacity to consent, or consent is obtained through

intimidation, coercion or fear, whether it is expressed by the resident or suspected by staff.

Aot her example of misappropriation of residen
medication(s), including, but not limited to, controlled substances for staff use or personal gain.

INVESTIGATIVE PROTOCOL FOR MISAPPROPRIATION OF RESIDENTPROPERTY
AND EXPLOITATION
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OBJECTIVES
To determine:

1 Whether a resident(s) was free from misappropriation of resident property and

exploitation (F602);

1 If the facility developed, implemented and educated staff on policies and procedures
that prohibit misappopriation of resident property and exploitation (F607);
If the facility developed and implemented-praployment procedures (F606); and
How the facility protects, reports, investigates, and acts upon alleged violations of
misappropriation of residengroperty and exploitation (F608, F609, F610).

1
1

USE
Use this protocol during any type of survey as necessary in order to investigate an allegation of
misappropriation of property or exploitation.

PROCEDURES
OFFSITE SURVEY PREPARATION
Information related to an alleged violation may be obtained from:
1 Reports from the ombudsmen or other State Agencies;
1 Any related previouslgited deficiencies (CASPER Report 3); and
1 A complaint and/or facility selfeport including:
o Name of alleged victim(s), alleged perpetrator(s) and witnesses, if any;
o Narrative/specifics of the allegation(s) including frequency and pervasiveness of the
allegation; and
o Whether the allegation was reported by the facility and to other agencies.

ONSITE SURVEY ACTIVITIES

If a surveyor receives an allegationrafsappropriation of resident property or exploitation

during the surveyhe/she must immediately report this to the facility administrator, or his/her
designated representative if tadministrator is not present. The survey team should determine
whether the facility then takes appropriate action in accordance with the requirements at F609
and F610.

During the course of the investigatwason, i f it
misplaced and found and not misappropriated, or the property loss was not related to a facility
failure to protect the property (e.g., resident/family accidentally disposed of the item or took the

item home), the investigation may be stopped.

Obain and review the facilityds policies and p
property and exploitation. It is not necessary for these items to be maintained in one document
or manual.

OBSERVATION
Depending on the nature of the incidghg surveyor should conduct observations that are
related to the allegation. Observations include, but are not limited to,

1 For allegations of theft of medications, how medications are secured and accessed.
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1 For allegations of stolen property, where the peay was stored, whether it was in a
secure area, and how the property was accessed.

Interview:
The surveyor follows the guidelines below for interviews, which include, but are not limited to:
1 Conduct interviews in a private location, preferably seated in order to be able to
maintain eye contact with the individual being interviewed;
1 Be impartial, use discretion, and nqudgmental language and to the extent possible, ask
openended, nodeading questions;

NOTE: It is important to maintain the confidentiality of thames of the person(s), to the
extent possible, who reported the allegation.

1 Conduct follow up interviews, as necessary, to evaluate new information obtained,
discrepancies orltanges in information; and

1 Maintain documentation of interviews including dates, times, locations and names of
individuals interviewed.

NOTE: Itis important to attempt to obtain as accurate information as possible, and it may be
necessary to obtain assistance from an interpreter if English is not the spoken language of the
resident or staff.

Resident/Family Interview.Interview the allege victim privately; however, the alleged victim
may request that another person be present. If so, be aware that the alleged victim may not be
comfortable speaking openly in the presence of another person, and another interview may be
necessary to followp on any discrepancies identified. A resident with a cognitive impairment
and/or mental illness may mistakenly be assumed to be an incompetent witness. In those
situations, interview the alleged victim, to the extent possible, and corroborate stataritlen
ot her observations, interviews and record rev
emotions and tone, as well as any nonverbal expressions or gesturing to a particular body area,
in response to the questiosterview the resident,are si dent 6 s representati
1 For an allegation of misappropriation of resident property:
o What is missing. If the missing item is money, how much;
o For how long the item has been gone;
o Whether the resident has any idea of what might happened to the item;
o0 Whether the resident suspects a specific person(s) was involved in the loss of the
item(s) and the name, title (if any) and/or relationship to the resident;
o0 Whether the resident/family reported the missing property to facility stdffiso,
whenand to whom and the facilityds respons.
o Whether local law enforcement or other outside agencies were notified, and if so, any
response that they are aware of; and
o How the resident feels about losing the item.
1 For an allegation of exploit&in:
o When and where the alleged exploitation occurred;
o What occurred prior to, during and immediately following the alleged exploitation;
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0 Whether he/she can identify who was involved including the alleged perpetrator
and/or any witnesses;

0 Why theresident gave the item to the alleged perpetrator or allowed the alleged
perpetrator to take the item;

o How the resident values the item;

o Whether he/she reported the alleged exploitation to the facility, when and to whom
reported and tdértendfacilityds respons

o Whether he/she feels safe, is afraid of anyone, or fearful of retaliation.

Staff Interview
Review staff attendance records from any department to determine who was working at the time
of the alleged misappropriation or exploitation and who mayehhad access to the resident

and/ or the residentds room to coll ect i nf or ma

1 Whether he/she had knowledge of the allegation and what actions, if any, he/she took in

response to the allegation;

Any changes in the r ofthedllegatods behavi or as

Whether an individual has been identified as the alleged perpetrator and how the alleged

perpetrator and resident related to one another prior to and after the incident;

1 Whether he/she reported the allegation to management/administsaaiff or any State

or local agencies, and if so, to whom was the allegation reported and when;

If not reported, what prevented him/her from reporting;

Whether he/she is fearful of retaliation;

If he/she reported the allegation, whether he/she faatsrétaliation has occurred as a

result of reporting the allegation, and if so, what actions were taken against staff; and

1 Whether he/she has received training from the facility on misappropriation and
exploitation identification, prevention, and repogdirequirements.

)l
)l
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Alleged Perpetrator Interview
If the alleged perpetrator is a staff member, the staff member may have been suspended or re
assigned until the investigation is completed and in some situations, the facility may have
terminated themployment of the individual. In some cases, the alleged perpetrator may not be
in the facility or may refuse to be interviewed. If possible, interview the alleged perpetrator
either in person or by phone to determine:
1 What information he/she can prde regarding to the allegation of missing property or
exploitation;
1 Whether he/she was present in the nursing home at the time the alleged misappropriation
of property or exploitation occurred;
1 Whether he/she has any information on the allegation, asich
o When and where the alleged incident occurred; and
o If he/she has any other information that he/she wishes to share in regard to the
investigation.

Facility Investigator Interview If the facility was aware of the allegation, identify the staff
membe responsible for the initial reporting and investigation of alleged misappropriation of
resident property or exploitation. This may be the administrator in some facilities. Obtain a
copy of the investigation report. Interview the responsible stafbpdosdetermine:
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How the facility investigated the allegation of misappropriation or exploitation;

If the facility did not know if the resident had the property prior to the alleged loss, and

how the facility protectthe resident's property from loss theft;

1 Whether local law enforcement or other outside agencies were notified, and if so, any
response that they are aware of; and

1 What findings and resolutions have occurred.

= =

Record Review
It may be necessary to obtain copies of specific entries in the record for the period of time that is
relevant to the allegation.

Review the alleged victimbébs record to obtain
1 The diagnosis and physician ordensluding medications;

T The RAI, to include the residentdés cognitd.i
9 Care plan and interventions/goals;

T Physicianés, nurseés, social worker's and

applicable; (e.g. for investigation of drug diversion, whethere was indication of
unrelieved pain during certain times of the day for residents who were prescribed the
allegedly diverted medication);

1 Any lists of resident valuables or resident items brought in to the facility; and

1 Social and psychological history.

I f staff is i1identified as the alleged perpetr
information related to:

1 The allegation being investigated or history of other allegations;

1 Adverse personnel actions takestevant to exploitation or misappropriation of

property;

1 Screening that occurred prior to and during employment; and

1 Training and orientation related to abuse and neglect prevention.
For an alleged theft of moni eldbyithle fadilitygeviewe si d e n
the accounting records for the residentds fun
residentdés funds. Attempt to reconcile wheth

Review interdisciplinary notabatrelates to the alleged exploitation or misappropriation of
propertyfor documentation of the following:
1 Thedate/time of the alleged exploitation/misappropriation and/or the date/time when the
alleged exploitation/misappropriation was first discovered;
T Aoy change in the alleged victimés mood and
misappropriation/exploitation, such as:
o Distrust;
Fear (e.qg., fear of being touched or shying away from being touched);
Angry outbursts, tearfulness, agitation, tremblingyedng;
Panic attacks; and
Changes in sleeping patterns.

© O OO
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Reports from Other Investigatory Agencies

At the time of the survey, if another investigatory agency(ies) has completed its investigation, the
surveyor should request a copy of the report. Oimegstigatory agencies may include State

adult protective services, State professional licensing boards, and law enforcement/police
reports.

Interview with Person Responsible for Quality Assurance

Interview the person responsible for Quality Assuranciwities. Determine how the committee
is providing monitoring and oversight of potential and/or actual reported allegations of
misappropriation of resident property and exploitation. Evaluate whether the committee has
made recommendations such as poleyision and/or training.

Administrator Interview
The administrator is responsible for the overall implementation of the facility
policies/procedures to prohibit misappropriation of resident property and exploitation. This
includes the obligation to report, investigate, protect the alleged victim, &ed:tarective
actions, as necessary, based upon the outcome of the investigation. Obtain and review the copy
of the investigation report, if anilOTE that some of this information may have already been
obtained from the facility investigator. Intervielaetadministrator to determine:
1 When he/she was notified of the alleged exploitation/misappropriation, and when the
initial report was made to the required agencies and law enforcement as required;
1 Who wasl/is responsible for the investigation, whetheaistdeen completed and the
outcome, or whether the investigation is ongoing;
1 When the results of the investigation were reported to the administrator and to the
required agencies;
1 Whether the alleged perpetrator, if an employee, had previous warnimgsdents at
the facility;
1 How the alleged victim and other residents at risk of exploitation/misappropriation were
protected during the investigation;
1 What actions were taken to prevent misappropriation and exploitation after the
investigation was compied;
Whet her any changes were necessary to the
How the facility assures that retaliation does not occur when staff or a resident reports
an allegation of misappropriation of resident property or exploitation;
1 Whatact ons have been taken for education of
prevention plan and reporting requirements; and
1 How does the facility protect the resident's property from loss or theft.

Provide an opportunity for the facility to providay other information regarding the alleged
misappropriation of the resident's property or exploitation.

Additional Investigatory Activities Related to Allegations of Drug Diversion
For allegations of drug diversion, the surveyor determines:
1 If there is evidence and/or potential outcomes such as unrelieved pain. For example,
there may be evidence that on a particular shift, or when a particular staff member is

working, a residentds pain symptoemp@nare no
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symptoms are relieved on other shifts, based upon validated evidence (see also tag F697
for concerns related to pain management);

1 Whether pharmacy policies at a minimum, address safeguarding and access, monitoring,
administration, documentation,genciliation and destruction of controlled substances
(see also tag F755 for concerns related to facility procedures for pharmacy services);

1 Whether the pharmacist has established a system of records of receipt and disposition of
all controlled drugs in sfficient detail to enable accurate reconciliation and that the
drug records are in order and that an account of all controlled drugs is maintained and
periodically reconciled (see also tag F755 for concerns related to responsibilities of the
licensed pharmacist); and

T Determine whether the residentds clinical
administration of a controlled medication and resident outcomes related to the
medication administration (see also tag F755 for concerns related to prazethur
administration and documentation of controlled substances).

| f the surveyor, during the investigation, ha
diverted, the State agency (SA) should make referrals to the following agencies as appropriate,
such as:

1 Drug Enforcement Administration (DEA),

1 Local law enforcement,

i State Boards of Nursing, Pharmacy, and Nursing Home Administrators, and/or

9 Other agencies the SA is required to notify in accordance with State law.

KEY ELEMENTS OF NONCOMPLIANCE

To cite deficient practice at F602, th
facility failed to protect a residentod
and/or exploitation

e surve
s right

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION

During the investigation, the surveyor may have determined that concerns may also be present
with related outcome, process and/or structure requirements. The surveyor is cautioned to
investigate these related requirements bet@ermining whether necompliance may be

present. Some examples of related requirements that should be considered include the
following:

42 CFR 483.10(e)(2), F55Right to Have Personal Property

42 CFR 483.10(f)(10)(#ii), F567-Protection/Management &ersonal Funds

42 CFR 483.10(i), F58% Safe Environment

42 CFR 483.10(j), F585Grievances

42 CFR 483.12(a)(34), F606- Not Employ/Engage Staff with Adverse Actions

42 CFR 483.12(b)(1#4), F607i Develop/Implement Abuse/Neglect, etc. Policies

42 CRR 483.12(b)(5), F608Reporting of Reasonable Suspicion of a Crime

42 CFR 483.12(c)(1), (4), F6AG9Reporting of Alleged Violations

42 CFR 483.12(c)(2X(4), F6101 Alleged Violationdnvestigate/Prevent/Correct

42 CFR 483.25(k), F69Pain ManagementDetermine if there is evidence and/or
potential outcomes such as unrelieved pain. For example, evidence that on a particular

=4 =2 =2 =0 _-9_9_9_9_9_-°
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shift, or when a particular staff member
relieved to the extent possible, but tlanpsymptoms are relieved on other shifts, based
upon validated evidence.

1 42 CFR 483.45, 483.45(b), F755 Pharmacy Svcs/Procedures/Pharmacist/Records
and 42 CFR 483.45(¢n), F76% Label/Store Drugs & BiologicalsDetermine whether
pharmacy policiestt a minimum, address safeguarding and access, monitoring,
administration, documentation, reconciliation and destruction of controlled substances;
Determine whether the pharmacist has established a system of records of receipt and
disposition of all contribed drugs in sufficient detail to enable accurate reconciliation
and that the drug records are in order and that an account of all controlled drugs is
maintained and periodically reconciled.

42 CFR 483.75 (g)(2)(i#)F867- QAA Activities

1 42 CFR483.95(c), F942Abuse, Neglect, and Exploitation Training

1 42 CFR 483.95(g), F94Required InService Training for Nurse Aide

DEFICIENCY CATEGORIZATION

In addition to actual or potential physical harm, always consider whether psychosocial harm has
occurred when determining severity level (See Appendix P, Section IV, E, Psychosocial Outcome
Severity Guide).

Examples of Severity Level 4 Noncompliance Iradiate Jeopardy to Resident Health or
Safety include, but are not limited to:

T The facility failed to assure that a residen
staff did not misappropriate resideiontilbs prop

which she had loss of hair, owned two wigs which were personalized for her needs which she
used consistently during the daytime hour s.

| oudly, shouting and was hyaedsomeéoneshhdstolennd wh e

her wigs over the weekend. She stated she told staff and they discounted her complaints.
The resident refused to leave her room or see anyone, was extremely agitated, and wanted
the police called.During thefacility investigatia, two employees who had worked the
evening shift over the weekend, were heard by other staff members, talking and laughing

about how they had taken the residentds wigs

Examples of Severity Level 3 Noncompliance Actual Harm that is not Immediate Jetypar

include, but are not limited to:

1 The facility had failed to protect residents from misappropriation of resident property, had
failed to immediately report and investigate alleged violations, and had failed to implement
policies and procedures foeporting the possible crime to law enforcement. A resident
reported to staff that she was missing a gold necklace. She had last seen the necklace in a
nightstand drawer next to her bed. The resident was tearful, since she had received the
necklace fronmer children who had purchased it for het8firthday. The resident was
worried that she had carelessly lost the necklace and did not want her children to be angry at
her. The resident discontinued attending activities, since she did not want tbéeagem
so that she could protect her belongings.
interview, CNA #1 stated that she had noticed that CNA #2 had a new necklace that looked
familiar. CNA #1 said that CNA#2 quickly evaded questions as tshewad acquired the
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necklace, until she said that a new boyfriend had given it to her. CNA #1 stated that she did
not want to cause any trouble and did not report anything about the necklace until a week

later, when it was brought to the Directorof S ur ngdés attention that a
was missing. Also, during the investigation, the facility received more reports from staff of
stolen jewelry from five other residents, but no staff reported any of the incidents to law
enforcement or the Staserrvey agency.

Examples of Severity Level 2 Noncompliance No Actual Harm with Potential for More Than
Minimal Harm that is Not Immediate Jeopardy include, but are not limited to:
1 The facility had failed to protect a resident from misappropriatioresident property when a

radi o was stolen from a residentdés room. The

had severe confusion and was unable to communicate. The resident had an activity program
for listening to classical music in his room. Ommdliay afternoon, it was reported that the

I

activity staff came into the residentds room

the radio and subsequently reported the loss to the Administrator. Staff stated the radio had
been in the room whendi had left on Friday after the afternoon activity. The Administrator
contacted the residentés son, and confir med
a visit over the weekend and had no knowledge of where it might be. The facility replaced
the radio. The Administrator reported the incident to the SA. Although the resident could not
articulate what had occurred with the radio, the family wished to have the music therapy
continue as the resident had a lifelong interest in classical musithaydelt, even though

the resident could no longer communicate and was confused, that the music provided a sense
of comfort. The facility completed the investigation, and identified that a temporary staff
member had stolen the radio. The temporaryf st&imber was not allowed to work in the

facility again.

Severity Level 1: No Actual Harm with Potential for Minimal Harm

The failure of the facility to prevent misappropriation of resident property and exploitation is
more than minimal harm. Therefoi®everity Level 1 does not apply for this regulatory
requirement.

F603

§483.12

The resident has the right to be free from abusejeglect, misappropriation of resident
property, and exploitation as defined in this subpart. This includes but is not limited to
freedomfrom corporal punishment, involuntary seclusionand any physical or chemical
restraint not required to treattheresetdnt 6 s medi cal sy mpt oms.

§483.12(a)The facility mustd

§483.12(a)(1)Not use verbal, mental, sexual, or physical abuse, corporal punishment, or
involuntary seclusion;

INTENT
Each resident has the right to be free frmwoluntary seclusion
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DEFINITIONS

filnvoluntary seclusiono i s defined as separation of a resi
her/ his room or confinement to her/ his room (
will, or the will of theresidentrepresentative.

GUIDANCE

NOTE: During a situation in which a residento0s:s
interventions are required for the safety of the resident, staff and/or other residents), the facility
must 1 mmediately consult wit h raldymptomeasdtitte nt 0 s

residentdos designated representati veoensaaemd pr o
that the resident and other residents are protected.

Involuntary seclusion may take many forms, including but not limited to the coefihe

restriction or isolation of a resideninvoluntary seclusion may be a result of staff convenience,
a display of power from the caregiver over the resident, or may be used to discipline a resident
for wandering, yelling, repeatedly requesting careervices, using the call light, disrupting a
program or activity, or refusing to allow care or services such as showering or bathing to
occur.

Involuntary seclusion includes, but is not limited to, the following:

1 Aresident displays disruptive behang, such as yelling, screaming, distracting others
(such as standing and obstructing others viewing abilities for the TV or programs) and
staff remove and seclude the resident in a separate location such as in an office area or
his/her room, leaving andasing the door and without providing interventions to
address the behavioral symptoms;

1 Inan attempt to isolate a resident in order to prevent him/her from leaving an area, the

resident(s) is involuntarily confined to an area by staff placing furnit@esgcchairs in

front of doorways or areas of egress;

Staff hold a door shut, from the opposite side of the door, in order to prevent egress;

Staff place a resident in a darkened room, office, or area secluded from other staff and

residents foconvenience or as punishment;

1 A-rresident is physically placed in an area without access to call lights, and/or other
methods of communication creating an environment of seclusion and isolation for the
resident; and

1 Arresident placed in a secured area & fhcility, but does not meet the criteria for the
unit and is not provided with access codes or other information for independent egress.

== =

Considerations Involving Secured/Locked Areas
I f a resident resides in a secured/locked are
facility, the facility must ensure that the resident is free from involuntary seclusion.

A resident in a secured/locked area would not be considered involuntarily secluded if all of
the following are met:
1 The facility has identified the clinical criteria for placing a resident in the secured/locked
area;
Placement in a secured/locked area is not:
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1. Used for gaff convenience or discipline;

2. Based on the residentdés diagnosis alone s
area must be made on an individualized basis; and/or

3.Based on a request from the residentds re
clinical justification;

For example, if the POA requests placement in the secured/locked area but the resident
declines placement and placement does not meet the clinical criteria and is not in the
best interest of the resident, then placement of the resident in the securedéliezke
would be involuntary seclusion.
1 The facility involves the resident/representative in care planning, including the
decision for placement in a secured/locked area and the development of interventions
based upon the resi denandneedssandnpr ehensi ve a
1 The facility provides immediate access and visitation by family, resident
representative or other individuals, subject to reasonable clinical and safety
restrictions and the residentbés right to

Itis expectedtha each residentdés record would include:
1 Documentation of the clinical criteria met for placement in the secured/locked area by
the residentds physician along with inform

interdisciplinary team;

1 Documentation thatreflectsh e r esi dent/ representativeodos I
placement in the secured/locked area,;

1 Documentation that reflects whether placement in the secured/locked area is the least
restrictive approach that is reasonable to protect the resident aswrasis/her health
and safety;

1 Documentation by the interdisciplinary team of the impact and/or reaction of the
resident, if any, regarding placement on the unit; and

f Ongoing documentation of the review and re
necessygy, including whether he/she continues to meet the criteria for remaining in the
secured/locked area, and if the interventions continue to meet the needs of the resident.

NOTE: A resident who chooses to live in the secured/locked unit (e.g., the sg@usesident

who resides in the area), and does not meet the criteria for placement, must have access to the
method of opening doors independently. The chosen method for opening doors (e.g., distribution

of access code information) is not specifiedCh§S. Staff should be aware of which residents

have access to opening doors and monitor thei
safety.

NOTE: See also Tags at Resident Rights for guidance related to pirstickred individuals.

TransmissionBased Precautions

When used appropriately, transmissioaised precautions (i.e., isolation due to infection) is not

to be considered involuntary seclusioh.he f aci |l i tyds policies must
duration of the transmissiebased precautions required, dependuppn the infectious agent or
organism involved; and the precautions should be the least restrictive possible for the resident
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based on his/her clinical situatolcur t her more, the residentods rec
rationale for the selected transmissibasedrecautionsHowever, once the resident is no

longer a risk for transmitting the infection, the removal of transmiskased precautions is

required in order to avoid unnecessary involuntary seclusee. also 42 CFR 483.65

Infection Control (Tg F880).

INVESTIGATIVE PROTOCOL FOR INVOLUNTARY SECLUSION
USE
Use this protocol for investigating:

1 An alleged violation of involuntary seclusion during a standard survey and abbreviated
surveys (complaint investigations, onsite investigatiorselbfeported incidents, and/or
revisits); and

1 An allegation of involuntary seclusion involving a resident who resides in a
secured/locked area or who is/was on temporary transmidssed precautions.

If a surveyor determines that an act of involugitaeclusion has occurred or is occurring, he/she
must immediately report this to the Administrator, or his/her designated representative if the
Administrator is not present. The survey team should determine whether the facility then takes
appropriate acton in accordance with the requirements at F607, F609, and F610, including
implementing safeguards to prevent further potential involuntary seclusion.

Review of Facility Policies and Procedures
Obtain and review t he fralatedloithe gllégatiorpuaderi ci es and
investigation.

Observations
Observe the physical environment in which the alleged involuntary seclusion may have occurred.
This may include observations of the following, which include, but are not limited to:

1 Roomconfiguration;

1 Location of the alleged involuntary seclusion in relation to supervised areas; and

1 Objects that may have been used to obstruct residents.

Observe whether staff members make remarks and behave in a manner that may indicate
concerns with stétreatment of residents.

Interview:

Alleged Victim/Resident Representative and Witness Interviews

Interview the alleged victim/resident representative to determine as much information regarding
the alleged involuntary seclusion that he/she may be able to provide. Interview the alleged
victim privately; however, the alleged victim may request thathenqterson be present. If so,

be aware that the alleged victim may not be comfortable speaking openly in the presence of
another person, and another interview may be necessary to follow up on any discrepancies
identified. A resident with a cognitivepairment and/or mental illness may mistakenly be
assumed to be an incompetent witness. In those situations, interview the alleged victim, to the
extent possible, and corroborate statements with other observations, interviews and record
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review. Duringthei nt er vi ew, observe the residentdos emo
nonverbal expressions or gesturing to a particular body area, in response to the questions.

Interview witnesses, including but not limited to, the assigned staff, staff in the imraeelate
staff from the shifts prior to or after the a
any), other residents, and/or visitors. Make every attempt to maintain the confidentiality of
witnesses. It may not be appropriate to intervibe/person who reported the allegation first, as
that may unintentionally identify the person. The surveyor may ask the witnessdateeor
re-enact the alleged incident, to better understand the sequence of events.
Interview the alleged victim/residerepresentative and withesses to determine:
1 What happened, when, where, and how often;
1 Whether he/she can identify the alleged perpetrator and any witnesses;
1 What occurred prior to, during and immediately following the alleged involuntary
seclusion;
1 Whether he/she reported the allegation to anyone within the facility or to an outside
agency (e.g., other staff, ombudsman); if so, to whom, when and what was the response;
1 For the alleged victim,
o Whether he/she feels safe, is afraid of anyone, femigul of retaliation; and
o0 Whether the alleged victim has had past encounters with the alleged perpetrator.

Staff Interview
Review staff schedules to determine who was working at the time of the alleged involuntary
seclusion. Interview staff from any department who has direct contact with the resident(s), as
appropriate, to collect information about:
1 Whether he/she had knowtge of the alleged involuntary seclusion and what actions, if
any, he/she took in response to the allegation;

T Any changes in the alleged victimbs behavi
seclusion;

1 How the alleged perpetrator and alleged victietated to one another prior to and after
the incident;

1 Whether the alleged perpetrator had exhibited inappropriate behaviors to the alleged
victim or other residents in the past, such as using derogatory language, rough handling,
or ignored residents whilgiving care;

1 Whether he/she reported the alleged involuntary seclusion to management/administrative

staff, or any State or local agencies, such as Adult Protective Services or local law

enforcement, and if so, to whom was the alleged involuntary sethegorted and

when;

If not reported, what prevented him/her from reporting;

If he/she reported the allegation, whether he/she feels that retaliation has occurred as a

result of reporting the allegation, and if so, what actions were taken againststaff

1 Whether he/she has received training related to involuntary seclusion from the facility.

)l
1

NOTE: If the staff member was a withess, refer also to the questions above under Witness
Interview.
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Alleged Perpetrator Interview

The alleged perpetratanay or may not be in the facility or may refuse to be interviewed. If the
alleged perpetrator is a staff member, the staff member may have been suspendesignssl
until the investigation is completed and in some situations, the facility may haweatsd the
employment of the individual. If possible, interview the alleged perpetrator either in person or
by phone to determine:

T

T
il

E

What position he/she holds and how long the alleged perpetrator has worked in the
facility;

What type of orientation, training, work assignments, and supervision he/she receives;
Whether he/she was present in the facility at the time of the alleged involuntary
seclusion;

What information he/she can provide regarding the alleged involuntarysseclsuch as
what happened, why was the resident separated/secluded, how often does it occur;
What is his/her relationship to the alleged victim; and

If he/she has any other information that he/she wishes to share in regard to the
investigation.

Other Health Care Professionals Interview
Interview the director of nursing, social worker, and physician/practitioner, as necessary, to
determine:

T
)l

Whether he/she was notified by staff of the alleged involuntary seclusion and if so, the
response;

Whether he/shconducted an assessment of the residemidi@ntial injuries and/or
changes in mental status, and if identified, what interventions or treatment (e.g.,
counseling) were provided and when; and

If a resident is under transmissimased precautions, theason whyhe resident is

under transmissiobased precautions and when transmisdiased precautions are to

be removed.

Record ReviewResident

It

T
T
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may be necessary to obtain copies of any
Reviewtheallegedi ct i més record to obtain necessary

The diagnosis and physician orders including medications;

r
i

The RAI, to include the residentods cogniti

ambulation, transfer status, uses a efebair, using an assistance device or requires
staff assistance for ADLOGOS) ;

Care plan and interventions/goals;

Physiciands, nurseds, social worker's and
applicable;

Social and psychological history; and

Hospitaltransfer/discharge information, if applicablBIQTE: the surveyor may follow

up with an interview with the treating practitioner at the hospital).

Review interdisciplinary notes within the timeframe of the alleged involuntary seclusion for
documentationhat supports, clarifies, or verifies the allegation. Determine if the record
reflects:

I
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1 Thedate/time of the allegation and/or the date/time when the allegation was first
discovered and reported; and

T Any change in the al |l eg efdreand after themaleged mood an
incident, such as, but not limited to: Distrust, fear (e.g., fear of being left alone), angry
outbursts, tearfulness, agitation, trembling, coweriranip attacks, withdrawal from
social interactionchanges is sleeping pattesorsymptoms similar to PTSD symptoms.

Record ReviewA|l | eged Perpetratorés Personnel File Re
I f staff is i1dentified as the all eged perpetr
information related to:
The allegation being irestigated or history of other allegations;

1 Adverse personnel actions taken;

1 Screening that occurred prior to and during employment; and

1 Training and orientation related to abuse and neglect prevention.

Additional Activities for Investigating Possiblevoluntary Seclusion for Residents in
Secured/Locked Areas

If a resident lives in an area that restricts free movement throughout the facility, the survey team
must determine the following:

1 Whether the facility has developed and implemented policiesranddures related to
secured/locked areas, including criteria for placement and ongoing assessment to assure
that the resident meets the criteria;

1 Whether the facility attempted alternatives prior to placement in a secured/locked area; if
so,whatalternatves, and what the rd@tsmatve nt 6s respol
interventions;

Why the resident is placed in the secured/locked area,;

Whether the resident/resident representative was involved in the placement decision;

whether the resident/residempresentative agreed with the decision or not; if not, how

did the facility address this; and

1 Whether the secured/locked area is accessible to other residents in the facility and
visitors, and if so, how.

= =

Facility Investigator Interview

If the facility has investigated the alleged involuntary seclusion, identify the staff member
responsible for the initial reporting and the overall investigation of the allegesluntary
seclusion. This maye the administrator in some facilities. Obtaincgy of the investigation
report, if any.

NOTE: Refer to F609 for further investigation if the facility does not have a copy of the
investigation report available.

Interview the facility investigator to determine:
1 When he/she was notified of the adlegn and by whom,;
1 When and what actions were taken to protect the alleged victim(s) while the investigation
was in process;
1 Steps taken to investigate the allegation and a timeline of events that occurred;
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What happened as a result of the investigation;

When and who received the results of the investigation; and

Whether there is any related information regarding the allegation that may not be
included in the investigation report.

= =4 =

Administrator Interview

The administrator is responsible for the overaiplementation of the facility

policies/procedures, including to prohibit involuntary seclusion. This includes the obligation to

report, investigate, protect the alleged victim, and take corrective actions, as necessary, based
upon the outcome of the intigation. Note that some of this information may have already been

obtained from the facility investigator.

Interview the administrator to determine:
1 When he/she was notified of the alleged involuntary seclusion, and when the initial report
was made téhe required agencies;
1 Who wasl/is responsible for the investigation, whether it has been completed and the
outcome, or whether the investigation is ongoing;
1 When the results of the investigation were reported to the administrator and to the
required agencies;
1 How the alleged victim and other residents at risk were protected during the
investigation;
If the alleged violation is verified, what corrective aoaare being taken;
Whet her any changes were necessary to the
Whether the alleged perpetrator had previous warnings or incidents at the facility; and
What information has been provided to staff and residents related to involuntary
seclusion, including reporting requirements.
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Interview with Person Responsible for Quality Assurance

Interview the person responsible for quality assurance activitieserae how the committee

is providing monitoring and oversight of potential and/or actual reported allegations of
involuntary seclusion. Evaluate whether the committee has made recommendations such as
policy revision and/or training to prohibit involungaseclusion.

KEY ELEMENTS OF NONCOMPLIANCE

To cite deficient practice at F603, t
facility separated or secluded a resi
represent at i olirgcal pstificationl without

he surve
dent aga
POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION
During the investigation, the surveyor may have determined that concerns may also be present
with related outcome, process and/or structure requirements. The surveyor is cautioned to
investigate these related requirements before determining whetheongliance may be
present. Some examples of related requirements that should be considered include the
following:

1 42 CFR 483.10, 483.10(a)), 483.10(b)(1X2), F550 ResidenRights and Dignity

1 42 CFR 483.10(c)(1),(4),(5), F55Right to be Informed/Make Treatment Decisions
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42 CFR 483.10(c)(Z3), F553- Right to Participate Planning Care

42 CFR 483.10(g)(14), F588otify of Changes (Injury/Decline/Room,Etc)

42 CFR 483.10(j)F585 Grievances

42 CFR 483.12(a)(34), F606- Not Employ/Engage Staff with Adverse Actions

42 CFR 483.12(b)(14), F607i Develop/Implement Abuse/Neglect, etc. Policies

42 CFR 483.12(b)(5), F608Reporting of Reasonable Suspicion of a Crime

42 CFR 83.12(c)(1), (4), F609 Reporting of Alleged Violations

42 CFR 483.12(c)(2X(4), F610i Alleged Violationdnvestigate/Prevent/Correct

42 CFR 483.20(b)(1§2)(i),(2)(iii)), F636-Comprehensive Assessments & Timing

42 CFR 483.20(b)(2)(iif-637-Comprehensive Assess After Significant Change

42 CFR 483.21(b)(1), F65®evelop/Implement Comprehensive Care Plan

42 CFR 483.21(b)(2), F65Tare Plan Development and Revision

42 CFR 483.24, F675Quality of Life

42 CFR 483.95(c), F942buse, Negle, and Exploitation Training

42 CFR 483.95(g), F94Required InService Training for Nurse Aide

Life safety code requirements

o |If there are concerns with life safety code requirements, the survey team should

notify its SA supervisor that a life safety code concern has been identified and
may require a life safety code survey.
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DEFICIENCY CATEGORIZATION

In addition to actual opotential physical harm, always consider whether psychosocial harm has
occurred when determining severity level (See Appendix P, Section IV, E, Psychosocial Outcome
Severity Guide).

Examples of Severity Level 4 Noncompliance Immediate Jeopardy to Resktkaith or

Safety include, but is not limited to:

1 The facility failed to assure that a resident was free from involuntary seclusion. The resident
with a history of suicidal ideation and displaying behavioral symptoms which included
episodic periods of yleng and screaming, especially towards the end of the day and during
thenight According to the residentdés record, aft.e
pl aced by staff in her recliner with & tray
and corrobaated by staff interviews th#ttey heard the resident yell and scream loudly,
pounding on her tray. Several residents began complaining about the noise. A nurse aide
transferred the resident to a wheelchair, and placed the resident, whatwizk for suicidal
ideation, in a housekeeping supply room, which was used for storage of chemicals. The
nurse aide closed the door and went back to the fldoe.resident began crying loudly,
banging on the doors and yelling for help. Anotherfgiafson thought that she heard a
resident yelling, but was busy completing tasks for another resident. Afterwards, she heard
the yelling continue, found the resident, and removed the resident from the room, the resident
was sweating profusely, her facasweddened, and was shaking and sobbing incoherently.
Upon interview, the nurse aide who had secluded the resident stated that she did not have the
time to deal with the yelling, and she had to get other residents to bed. She moved the
resident to thesupply room to quiet her down.
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Examples ofSeverity Level 3 Noncompliance Actual Harm that is not Immediate

Jeopardyinclude, but is not limited to:

1 The facility failed to assure that a resident was free from involuntary seclusion. A resident
wasadmitted to a secured area at the request of his represent#titer. admission, the
resident requested the security codes in order to go in and out of the area, but staff refused to
provide the codesThe resident then requested to be transferredstadt refused his
requestThe staff then contacted the residentds
determination that was not any clinical reason for the resident to be located in the secured
area,; once the physician made this determination , he robttfie facility, which immediately
transferred the resident to a room not located in the secured &aang interview with the
resident, he stated that he was still angry that he had been placed in the secured area against
his will for his first day intie facility, and felt afraid to leave his room except for meals or
else staff would place him again in the secured area, even though staff attempted to regain
his trust.

Examples of Severity Level 2 Noncompliance No Actual Harm with Potential for MohnarT

Minimal Harm that is Not Immediate Jeopardy include, but is not limited to:

1 The facility failed to assure that a resident was free from involuntary seclusion. Based on
resident and staff interviews, it was stated that a nurse aide was transgartirig an
activity. The resident, who was dependent on staff for mobility in his wheelchair, said that he
was annoyed that he was late to the activity. He began to insult the nurse aide. The nurse
aide transported the resident in his wheelchair to ansed shower room, instead of to the
activity room and the nurse aide told the resident that when he stopped insulting her, she
would take him to the activity. The nurse aide stood outside the door to supervise the
resident and when the resident becamietgshe took the resident back to the activity.
Afterwards, the resident reported what had happened to the activity director and said that he
did not want the aide working with him anymore. During interview, the resident stated that
this was the only the something like this happened.

Severity Level 1: No Actual Harm with Potential for Minimal Harm
The failure of the facility to prevent involuntary seclusion is more than minimal harm.
Therefore, Severity Level 1 does not apply for this regulaiayirement.

F604
8483.10(e) Respect and Dignity.
The resident has a right to be treated with respect and dignity, including:

§483.10(e)(1he right to be free from any physical or chemical restraints imposed for
purposes of discipline or convenience, and not required to treat the resident's medical
symptoms,consistent with §483.12(a)(2).

8483.12

The resident has the right to be free fromabuse,neglect, misappropriation of resident

property, and exploitation as defined in this subpart. This includes but is not limited to
freedomfrom corporal punishment, involuntary seclusionand any physical or chemical
restraint not requiredtotreatta r esi dent 6 s medi c al sympt oms.
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8483.12(a)The facility musd

8483.12(a)(2) Ensure that the resident is free from physical or chemical restraints imposed for
purposes of discipline or convenience and tha
symptoms. When the use of restraints is indicated, the facility must use the least restrictive
alternative for the least amount of time and document ongoingex@luation of the need for

restraints.

INTENT
The intent of this requirement is feachresident to attain and maintain his/her highest
practicable welbeing in an environment that:
1 Prohibits the use of physical restraints for discipline or convenjence
T Prohibits the use of physical restraints t
movement or activity; and
i Limits physicalrestraint use to circumstances in which the resident has medical
symptoms thamaywarrant the use of restraints

When a pysical restraint is used, the facility must:
1 Use the least restrictive restraint for the least amount of time; and
1 Provide ongoing reevaluation of the need for the physical restraint.

DEFINITIONS

fiConvenienc® i s d #hd resolteodny acsonthat has the effect of alterirgy r esi dent 6s
behaviorsuch that the resident requiradesser amount of effoot care,andis not in the
resident 6s best interest.

fiDiscipline0 i s defined as any action takem by the f

penalizing residents.

fiFreedom of movemend means any change in place or posi
body that the person is physically able to control.

AManual method means to hold or | imit a residentbds
contact as a method of physical restraint.

fiMedical symptomo i s defined as an indication or <char
condition.
APosition changealarm ar e al erting devices intended to

devices emit an audible signal when the resident mowestainways.

fiPhysical restrainto is defined as any manual method, physical or mechanical device
equipment, omaterialthatmeets all of the following criteria:

i Isattached or adjacenttoh e r esi;dent 6s body

1 Cannotberemovel easilyby the resident; and
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1 Restrictst h e r efseeddneaof hoesnent or normal accessitwherbody:.

ARemoves easi |madual methodpls/sical branechanibakevice, equipment, or
material,can be removed intentionally by the resident in the same manner as it was applied by
the staff

GUIDANCE

As described under Definitions, a physical restraint is any manual methodcgdroysi

mechani cal device/ equi pment or material that
cannot be removed by the resident in the same

physical condition and his/her cognitive status may be coninidpdiactors in determining

whether the resident has the ability to remove it. For example, a bed rail is considered to be a
restraint if the resident is not able to put the side rail down in the same manner as the staff.
Similarly, a lap belt is consided to be a restraint if the resident cannot intentionally release the
belt buckle.

Examples ofacility practices that meet the definition opaysicalrestraintinclude, but are not
limited to:

1 Usingbedrails that keep a resident from voluntaugigtting out of bed;

1 Placing a chair or bed closeoughto a wallthatthe resident is preventdrbm rising out
of the chair or voluntarily getting out of bed

1 Placing a resident on a concave mattress so that the resident cannot independently get
out ofbed,;

1 Tucking ina sheet tightly so that the resident cannot get out ofdrddsteningfabric or
cl ot hing s o fretedoantomavemers is nestrietedt 6 s

1 Placing a resident in a chasiuch as a beanbag or reclindghhat prevents a resident from
rising independently

1 Using devices in conjunction with a chair, such as trays, tabhlesjonspars or belts,
that the resident cannot remowed prevens the resident from rising

1 Applying leg or arm restraints, hand tsit soft ties or vests that the resident cannot
remove;

1 Holding down a resident in response to a behavioral symptom or during the provision of
care if the resident is resistive or refusing the care;

1 Placing a resident in an enclosed framed wheeled walltkevhich the resident cannot
open the front gate or if the device has been altered to prevent the resident from exiting
the device; and

1 Using a position change alarm to monitor resident movenaeuittheresident is afraid
to move to avoid setting off the alarm.

Physical Risks and Psychosocial Impacts Related to Use of Restraints

Research and standards of practice show that physical restraints have many negative side effects
and risks that far outweigany benefit from their use. Physical restraints may increase the risk

of one or more of the following:
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1 Decline in physical functioning including an increased dependence in activities of daily
living (e.g., ability to walk), impaired muscle strength and balance, decline in range of
motion, and risk for development of contractures;

Respiratory complications

Skin breakdown around the area where the restraint was applied or skin integrity issues
related to the use of the restraint (i.e., pressure ulcers/injuries);

1 Urinary/bowel incontinence or constipation;

1 Injury from attempts to free him/herself from thkstraint; and

1 Accidents such as falls, strangulation, or entrapment.

= =

Psychosocial impact related to the use of physical restraints may include one or more of the
following:

Agitation, aggression, anxiety, or development of delirium;

Socialwithdrawd, depression, or reduced social contaet to thdoss of autonomy
Feelings of shame;

Loss of dignity, selfespect, and identity;

Dehumanization;

Panic, feeling threatened or fearful; and

Feelings of imprisonment or restriction of freedom of movement.
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Assessment, Care Planning, and Documentation for the Use of a Physical Restraint

The regulation limits the use of any physical restraint to circumstances in which the resident has
medical gmptoms that warrant the use of restraints. There must be documentation identifying
the medical symptom being treated and an order for the use of the specific type of restraint.
Howeverthep r a ¢ t i drderalone (withsut supporting clinical docuntation)is not

sufficient to warrant the use of the restraifhe facility is accountable for the process to meet

the minimum requirements of the regulation including appropriate assessment, care planning by
the interdisciplinary team, and documentatafrthe medical symptoms and use of the physical
restraint for the least amount of time possible and provide ongotegatuation.

The resident or resident representative may request the use of a physical restraint; however, the
nursing home is responsible for evaluating the appropriateness of the request, and must
determingf theresident has a medical symptom that must be treatddrast include the

practitioner in the review and discussion. If there are no medical symptoms identified that
require treatment, the use of the restraint is prohibited. Also, a resident, or the resident
representative, has the right to refuse treatmeatvever, he/she does not have the right to

demand a restraint be used when it is not necessary to treat a medical symptom.

Facilities are responsible for knowing the effects devices have on its residents. If a device has a
restraining effect on a redent, and is not administered to treat a medical symptom, the device is
acting as a physical restraint. The restraining effects to the resident may have been caused
intentionally or unintentionally by staff, and would indicate an action of discipline or
convenience. In the case of an unintentional physical restraint, the facility did not intend to
restrain a resident, but a device is being used that has that same effect, and is not being used to
treat a medical symptom. These effects may result in dencerfor the staff, as the resident

may require less effort than previously required.
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The use of a restraint must be individualized
medical symptoms that must be treated. While a physical restraint magd#eoureat an
identified medical symptom for one resident, the use of the same type of restraint may not be
appropriate to treat other residents with the same medical symptom. If a resident is identified
with a physical restraint, the facility must bble to provide evidence that ensures:
1 The resident's medical symptom that requires the use of a physical restraint has been
identified;
T A practitioneros order i's in place for the
the identified medical syptom;

NOTE: If a resident is recently admitted to the facility and a restraint was used in a
previous health care setting, the facility must still conduct an assessment to determine the
existence of medical symptoms that warrant the continued useretttaent.

1 Interventions, including less restrictive alternatives were attempted to treat the medical
symptom but were ineffective;

1 The resident/representative was informed of potential risks and benefits of all options
under consideration including ugira restraint, not using a restraint, and alternatives to
restraint use;

NOTE: The resident, or resident representative (if applicable), has the right to refuse

the use of a restraint and may withdraw consent to use of the restraint at any time. If so,
the refusal must be documented idtodsdess r esi
the resident and determine how residentds
refuses/declines treatment.

1 The length of time the restraint is anticipated to be used to treat the medical symptom,
the identification of who may apply the restraint, where and how the restraint is to be
applied and used, the time and frequency the restraint should be releasedy@nthy
determine when the medical symptom has resolved in order to discontinue use of the
restraint;

1 The type of specific direct monitoring and supervision provided during the use of the
restraint, including documentation of the monitoring;

1 The identiication of how the resident may request staff assistance and how needs will be
met during use of the restraint, such as fepuositioning, hydration, meals, using the
bathroom and hygiene;

T The resident 6s r e-ewaluvation ifonthel red dbeasesteamt@mdiisn g r e
effective in treating the medical symptom; and

1 The development and implementation of interventions to prevent and address any risks
related to the use of the restraint (See also the targn Care Facility Resident
Assessmentihsr ument User 6s Manual , VRestaimntofor 3. 0,
further guidance and 42 CFR 483.25(d) [F689] for concerns related to ensuring the
resident receives adequate supervision to prevent accidents).

NOTE: Falls do not constitute sdtijurious behavior or a medical symptom that warrants the
use of a physical restraint. Althougkstraints have been traditionally used as a falls prevention
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approach, they have major, serious drawbacks and can contribute to serious injuries. There is no
evidence that the use of physical restraints, including, but not limitdzbtirails and position

change alarms, will prevent or reduce falls. Additionally, falls that occur while a person is
physically restrained often result in more severe injuries (&gngulation, entrapment).

The use of handcuffs, manacles, shackles, other-tyya@restraint devices, or other restrictive

devices are not considered safe, appropriate health care restraint interventions for use by a
nursing home. This would not include arrests made onsiteegident is taken into custody and
is removed from the premises by law enforcement.

NOTE: For more information regarding requirements for providing services to justwcaved
individuals in facilities, see also F59%®e si dent 6 s Rlbght s and S&C
https://www.cms.gov/Medicare/Providenrollmentand
Certification/SurveyCertificationGenlnfo/Downlod8sirveyand-Cert-Letter16-21.pdj.

Convenience and/or Discipline

A facility must not impose physical restraints for purposes of discipline or convenience. The

facility is prohibited from obtaining permission from the resident, or resident repetsen for

the use of restraints when the restraint is n
Anecdotally, it has been reported that staff will inform a resident, or the resident representative,

that a restraint will be beneficial to thresident to prevent a fall or to safeguard the resident who

may be wandering into other residentés rooms.
consider whether the restraint was used for the sake of staff convenience.

Reasons for using resints for staff convenience or discipline may include:

1 Staff state that a resident was placed in a restraint because staff are too busy to monitor
the resident, and their workload includes too many residents to provide monitoring;

1 Staff believe that the resident does not exercise good judgment, including that he/she
forgets about his/her physical limitations in standing, walking, or using the bathroom
alone and will not wait for staff assistance;

i Staff state that family have reqtess that the resident be restrained, as they are
concerned about the resident falling especially during high activity times, such as during
meals, when the staff are busy with other residents;

i Staff have identified to management that there is not emstaffron a particular shift or
during the weekend and staffing levels were not changed,;

1 Staff state that new staff and/or temporary staff do not know the resident, how to
approach, and/or how to address behavioral symptoms or care needs so they apply
physcal restraints;

1 Lack of staff education regarding the alternatives to the use of restraints as a method for
preventing falls and accidents;

9 Staff have negative feelings or a lack of respect towards the resident, and restrain the
resident to teach himdn a lesson;

T I'n response to a residentds wandering beha
resident to a wheelchair; and

1 When aresident is confused and becomes combative when care is provided and staff hold
the resident 6s eompiede the cadNOTE Ghss exdrople wliffets o
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from an emergency situation where staff briefly hold a resident for the sole purpose of
providing necessary immediate medical care ordered by a practitioner).

Situations where a facility uses a physical rastt, or device acting as a physical restraint, that

is not for treating a medical symptom, whether intentionally or unintentionally by staff, would
indicate an action of discipline or convenience. An example that illustrates unintentional use of
a physial restraint for staff convenience is when a staff member places a resident with limited
mobility in a beanbag chair while other residents receive assistance during high activity times.

Determination of Use of Restraints for a Period of Imminent Danderthe Safety and Well

Being of the Resident

Some facilities have identified that a situat
danger o and t her e wa sbeihgefthe refidemt(s)due & vislemtf et y and
behavior, such as phkically attacking others. In these situations, the order from the practitioner

and supporting documentation for the use of a restraint must be obtained either during the
application of the restraint, or immediately after the restraint has been appliedailtre to

immediately obtain an order is viewed as the application of restraint without an order and

supporting documentation. Facilities may have a policy specifying who can initiate the

application of restraint prior to obtaining an order from the gtitioner.

If application of a restraint occurs, the facility must:

1 Determine that a physical restraint is a measure of last resort to protect the safety of the
resident or others;

1T Provide ongoing direct moni tconditiomdyring nséd as s e
of the restraint;

1 Provide assessment by the staff and practitioner to address other interventions that may
address the symptoms or cause of the situation (e.g., identification of an infection process
or delirium, presence of pain);

1T Ensure that the resident and other resident
symptoms have subsided, or until the resident is transferred to another setting;

1 Discontinue the use of the restraint as soon as the imminent danger ends; and

1 Immediately notify the resident representative of the symptoms and temporary
intervention implemented.

Documentation must reflect what the resident was doing and what happened that presented the
imminent danger, interventions that were attempted, resptmthose interventions, whether the
resident was transferred to another setting for evaluation, whether the use of a physical restraint
was ordered by the practitioner, and the medical symptom(s) and cause(s) that were identified.

Determination of Useof Bed Rails as a Restraint

Facilities must use a persarentered approach when determining the use of bed rails, which
would include conducting a comprehensive assessment, and identifying the medical symptom
being treated by using bed rails. Bed rails nhaye the effect of restraining one individual but
not anotherdepending on the individual e s i d@anditibréasnd circumstances.
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Residents who are cognitively impaired are at a higher risk of entrapment and injury or death

caused by restraintsResdentsin a bed with bed rails have attemptedexit through, between,
under,over, or around bed raitg have attempted to crawl over the foot board, which places

themat riskof serioudnjury or death Serious injury from a fall is more likely fromkeed with

raisedbed railsthan from a be@vherebedrails are not usedin many cases, the risk of using the

bed rails may be greater than the risk of not using them as the risk of restlaited injury and

death is significant. For example, a residatito has no voluntary movement may stihibit
involuntary movements. l nvoluntary movement s
to the residentds body shifting toward the ed
when bed rails are used. Also refer to 42 CFR 483.25B8d Riils (tag F700).

Theuse ofpartialbed railsmay assistn independerresident to enter and exit the bed
independently and would not be considered a physical restiiasnietermine if a bed rail is

being used as a restraint, the resident must betal#asily and voluntarily get in and out of bed
when the equipment is in use. If the resident cannot easily and voluntarily release the bed rails,
the use of the bed rails may be considered a restraint.

Determination of the Use of Position Change Afas as Restraints

Position change alarms are any physical or electronic device that monitors resident movement

and alerts the staff when movement is detected. Types of position change alarms include chair

and bed sensor pads, bedside alarmed mats, aldrmsgped to a residentds ¢c
alarms, and infrared beam motion detectors. Position change alarms do not include alarms

intended to monitor for unsafe wandering such as door or elevator alarms.

Whil e position change alarms may be i mpl ement
residents, the use of position change alarms that are audible to the resident(s) may have the
unintended consequence of inhibiting freedom of movement. For examgdejent may be

afraid to move to avoid setting off the alarm and creating noise that is a nuisance to the

resident(s) and staff, or is embarrassing to the resident. For this resident, a position change

alarm may have the potential effect of a physieatraint.

Examples of negative potential or actual outcomes which may result from the use of position
change alarms as a physical restraint, include:
91 Loss of dignity;
1 Decreased mobility;
1 Bowel and bladder incontinence;
1 Sleep disturbances due to th@und of the alarm or because the resident is afraid to
move in bed thereby setting off the alarm; and
1 Confusion, fear, agitation, anxiety, or irritation in response to the sound of the alarm as
residents may mistake the alarm as a warning or as sometieggieed to get away
from.

PROCEDURES8483.12 and (a)(2Physical Restraints
The process to review concerns are outlined irPthgsical Restraints Critical Element Pathway
(Form CMS20077).
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NOTE: A resident may have a device in place thatf#iedity has stated can be removed

by the resident. For safety reasons, do not request that the resident remove the restraint,
but rather, request that staff ask the resident to demonstrate how he/she releases the
device without staff providing specificsinuctions for the removal.

Use observations, interviews, and record review to gather and corroborate information related
to:
1 The use of the physical restraint, including whether the facility identified a device as a
restraint, why it is used, how longhas been used, duration of use, alternatives
attempted;
1 What information was provided to the resident regarding the use of the restraint and
whet her the use of the restraint reflects
1 Whether the physical restraird used for, or has the effect of, staff convenience or
discipline; or
1 Physical and psychosocial outcomes from the use of the restraint.

Use the Physical Restraints Critical Element (CE) Pathway, along with the above Guidance:

T When a residentds clinical record reflects
1 If the survey team observes a position change alarm, or other device or practice that
restricts or potentially restricts a resid

psychologeally);
1 If the resident or other individuals report that a restraint is being used on the resident; or
1 If an allegation of inappropriate use of a physical restraint is received.

KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F604,theswver 6 s i nvestigation will gen
facility has failed, in one or more areas, to@uwy oneor more of the following:
1 Ensure that the resident is free from physical restraints imposed for discipline or staff
convenience;
1 Identify themedical symptom being treated when using a device or a facility practice
that meets the definition of physical restraint;
1 Define and implement interventions according to standards of practice during the use of
a physical restraint that is used for treatmi@f a medical symptom;
Provide the least restrictive restraint for the least time possible;
Providing ongoing monitoring and evaluation for the continued use of a physical
restraint to treat a medical symptom; or
1 Develop and implement interventions feducing or eventually discontinuing the use of
the restraint when no | onger required to t

T
T

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION
During the investigation, the surveyor may have determined that concerns mbg aissent
with related outcome, process and/or structure requirements. The surveyor is cautioned to
investigate these related requirements before determining whethe&onguliance may be
present. Some examples of related requirements that shoubtdidered include the
following:

1 42 CFR 483.10, 483.10(a)?), 483.10(b)(1X2), F550 Resident Rights and Dignity
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42 CFR 483.10(c)(Z3), F553- Right to Participate Planning Care

42 CFR 483.21(b)(1), F65®evelop/Implement Comprehensive Care Plan

42 CFR 483.24, F675Quality of Life

42 CFR 483.25(d), F689Accidents

42 CFR 483.25(n)(1#4), F700 Special Care: Bedrails

42 CFR 483.35, 483.35(a), and 483.35(J25 and F726 Sufficient and Competent
Staff

1 42 CFR 483.40(kfb)(1), F742 Treatment/Svc for Mental/Psychosocial Concerns
1 42 CFR 483.70(h), F84Responsibilities of Medical Director

1 42 CFR 483.75 (9)(2)(H)F867- QAA Activities

= =2 =2 -4 A

DEFICIENCY CATEGORIZATION

In addition to actual or potential physical harm, always consider whettgrhosocial harm has
occurred when determining severity level (See Appendix P, Section IV, E, Psychosocial Outcome
Severity Guide).

Examples of Severity Level 4 Noncompliance Immediate Jeopardy to Resident Health or
Safety include, but are ndimited to:

T The facility failed to identify the reside
restraint. It was identified that a resident had repeated falls in his room usually after
meals, when he attempted to transfer from his wheelchaietbdd. The clinical record
documented that the resident repeatedly requested to be assisted to lie down after
eating. Staff recorded that the belt restraint was being applied to prevent falls as he had
fallen several times when attempting to stand umftiee wheelchair after meals and lie
down. Although the resident verbalized distress at being tied down in the wheelchair,
staff stated they had informed the resident that they would put the resident in bed as soon
as they finished taking care of the athesidents in the dining roomt was documented
that after staff left the room, the resident had attempted to stand up with the lap belt in
place in the wheelchair, and as a result, the wheelchair tipped over and he sustained a
fracture of his hand anbad hit his head, resulting in hospitalization and treatment for
multiple head and face lacerations and a subdural hematoma.

1 The facility failed to identify bed rails as a physical restraint, failed to assess the resident
for use of a bed rail, and faiteto ensure that the bed rails did not pose a risk of injury
from falls. A moderately cognitively impaired resident was admitted to the facility who
required extensive assistance with bed mobility and transfer, and was not ambulatory.
The staff recordedn admission that the resident was at high risk for falls and as a
result, placed full bed rails on all open sides of the bed. No assessment was conducted
related to the use of bed rails, or the use of restraints. Documentation in the record
revealed that the resident crawled to the foot of her bed while the full bed rails were in a
raised position, attempted to stand and walk, and fell off the right side of the bed. The
resident was hospitalized for surgical repair of a femoral neck fracture.

Examples ofSeverity Level 3 Noncompliance Actual Harm that is not Immediate Jeopardy
include, but are not limitedo:
1 The facility failed to assure that a restraint was an intervention to treat a medical
symptom and was not being used for staff convenidrmality staff had placed a
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resident in a bean bag chair from which he could not rBased on staff interviewhe
resident was ambulatory, but had fallen in the past when attempting to stafthep.
facility staff did not recognize that the bean bag was a physical restraint; thus, the staff
did not conduct any assessment to identify any medical symptoms thahewesditate

a restraint. Staff stated that they placed the resident in the bean bag chair while caring
for other residentsThe resident reported being placed and left in the bean bag chair
every day in the afternoon and was not able to stand to wails tmom or to

activities. The resident said that he felt humiliated that he is not able to get out of the
chair himself, when he wants to, especially since he enjoys talking with the other
residents.The surveyor observed the resident struggling taigebut was not able.

1 The facility failed to assure that the use of a physical restraint was used to treat a
residentodos medical symptoms, and was not b
was admitted with a diagnosis of dementia, and had bespitalized due to a head
injury related to a fall at her home. The physician admission orders included an order
for a lap belt to be used when the resident was up in the wheel chair; however, there was
no identification of the medical symptom that neitated the use of the lap belt. In a
phone interview with the physician, he indicated that staff had requested the lap belt
order due to the residentodos falls. Based o
a wheel chair with the lap belt ingade through the morning, from the breakfast service
through the end of the noon meal. Staff did not provide repositioning, assistance with
using the bathroom, or release of the lap belt for mobility. After lunch, the resident was
transported to her roorm the wheelchair with the lap belt in place; however, the lap belt
was not removed and the resident remained in the same position through the afternoon
without opportunities for repositioning, assistance with using the bathroom, or release of
the lap beltfor mobility. The resident was observed to be moving about restlessly,
pulling at the lap belt, and calling out for help without staff response or intervention.

When staff prompted the resident to release the belt, the resident was not able.

Observatim of the residentds skin when put to b
reddened areas on the coccyx, urine soaked incontinence product with visible skin
maceration. Staff interviewed stated that the lap belt was being used as a falls

prevention mtervention. They stated, and the record corroborated that there had been a
decline in the residentds mobility, and co

Examples of Severity Level 2 Noncompliance No Actual Harm with Potential for More Than
Minimal Harm that is Not Immediate Jeopardinclude, but are not limited to:
1 The facility failed to assure that a physical restraint used for one resident was for the

treatment of medical symptomRecord review and observation revealed that the
resident was alert and responded to her name, but was identified as mildly cognitively
impaired and had fallen at home prior to her admission several weeks
before. Observations revealed that a seat belt was used intermittently when the resident
was in the wheelchair, but the resident had not attempted to rise, nor had attempted to
remove he seatbeltStaff stated that they thought the resident could release the seatbelt,
although an assessment had not been completed regarding the use of the SHatbelt.
was no documentation of an assessment for the use of the seat belt, whethetahe res
could release the seat belt or of identification of medical symptoms that would require the
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use of the seat belt while in the wheelchdith e r esi dent 6s record r ef
functional status.

1 The facility failed to ensure that the useaafoncave mattress was being used in the
treatment of medical symptoms and not for staff convenighcesident, who could
independently transfer self from bed to wheelchair and to bathroom, was observed to
have a concave mattresBuring resident inteview, the resident stated that it was hard
to get out of bed. The residentds record
interview, the nurse assigned to the resident verified that the concave mattress was used
to prevent the residentfrooxe t i ng t he bed i ndependentl y.
include any information in the assessment,
concave mattress.

Severity Level 1: No Actual Harm with Potential for Minimal Harm

The failure of thdacility to assure residents are free from physical restraints not required to
treat the residentés symptoms is more than mi
apply for this regulatory requirement.

F605
8483.10(e) Respect and Dignity.
The resident has a right to be treated with respect and dignity, including:

8483.10(e)(1)he right to be free from any physical or chemical restraints imposed for
purposes of discipline or convenience, and not required to treat the resident's medical
symptoms, consistent with 8483.12(a)(2).

§483.12

The resident has the right to be free from abusejeglect, misappropriation of resident

property, and exploitation as defined in this subpart. This includes but is not limited to

freedomfrom corporal punishment, involuntary seclusionand any physical or chemical
restraint not required to treat the residento

8483.12(a) The facility must

8483.12(a)(2) Ensure that the resident is free from physical or chemical ressamposed for
purposes of discipline or convenience and tha
symptoms. When the use of restraints is indicated, the facility must use the least restrictive
alternative for the least amount of time and docunte@ngoing reevaluation of the need for

restraints.

INTENT
The intent of this requirement is for each person to attain and maintain his/her highest practicable
well-being in an environment that prohibits the usetafmicalrestraints

1 For discipline or conveniencand

T Not required to treat a residentds medical
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When a medication is indicated to treat a medical symptom, the facility must:
1 Use the least restrictive alternative for the least amount of time;
1 Provide ongoing reevaluation of the need for the medication; and
1 Not use the medication for discipline or convenience.

NOTEEThe surveyordés review of medication use is
medicine. However, surveyors are expected to investigabagiefor decisions and
interventions affecting residents.

DEFINITIONS
fiChemical restrainto i s defined as any drug that is wused
not required to treat medical symptoms.

fiConvenienc® i s d td resolteony acsonthat has the effect of alteriy r esi dent 6s
behaviorsuch that the resident requiradesser amount of effoot care,andis not in the
resident 6s best interest.

fiDisciplined0 i s defined as any act i onfpuresskilgor by f aci |

penalizing residents.

Alndicationforused i s defined as the identified, docum
a medication that 1 s based upon an assessment
and is consistentwitmanuf act urer &8s recommendati ons and/ o
clinical standards of practice, medication references, clinical studies or evitesesl review

articles that are published in medical and/or pharmacy journals.

AMedical symptord i med dseah indication or characteristic of a medical, physical or
psychological condition.

GUIDANCE

The indication for use for any medication ordered for a resident must be identified and
documented in the resident 0 $8.)rWhenmnydnedicatipnAl s o
restricts the residentds movement or cogniti
accepted standard of practice for a resident
may be a chemical restraint. Evdruse of the medication follows accepted standards of

practice, it may be a chemical restraint if there was a less restrictive alternative treatment that
could have been given that would meet the res
symptomuystifying its use has subsided. The facility is accountable for the process to meet the
minimum requirements of the regulation including appropriate assessment, care planning by the
interdisciplinary team, and documentation of the medical symptoms araf adess restrictive

alternative for the least amount of time possible and provide ongoiegaleation.

oo =

NOTE: A medication may have been required to treat a medical symptom, and as a result, the
medical symptom is no longer present. In some cdseslihical goal of the continued use of

the medication is to stabilize the symptoms of the disorder so that the resident can function at the
highest level possible. In other words, the clinical goal is to have no symptoms of the disorder.
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Although the syptom may no longer be present, the disease process is still present. For
example, diseases may include:
1 Chronic psychiatric illness such as schizophrenia or schizoaffective disorder, bipolar
disorder, depression, or pesumatic stress disorder;
1 Neurobgi cal il Il ness such as Huntingtonés di s«
1 Psychosis and psychotic episodes.
In such instances, if the medication is reduced or discontinued, the symptoms may return.
Reducing or eliminating the use of the medication may be contraindicated and must be
individualized. If the medication is still being used, the clinical record nefiect the rationale
for the continued administration of the medication. If no rationale is documented, this may meet
the criteria for a chemical restraint, such as for staff convenience (See also F758 for concerns
related to unnecessary use of a psjobpic medication and lack of gradual dose reduction).

Determination of Medical Symptoms
The clinical record mugteflect whethethe staff and practitioner have identified, to the extent
possible, and addressed the underlying cause(s) of distredsaddre either before or while
treating a medical symptom. Potential underlying causes for expressions and/or indications of
distress may include, but are not limited to:
1 Delirium;
1 Pain;
1 The presence of an adverse consequence associated witletsei dent 6 s current
medication regimen; and
1 Environmental factors, such as staffing levelgr stimulatinghoise or activitiesyunder
stimulatngact i vi ti es, | ighting, hunger/thirst,
location or daily routine, physat aggression leading to altercations, temperature of the
environment, and crowding.

NOTE: If it is determined that the administration of a medication is being used to treat a
medical symptom, the survey team should review to assure that the usmeditetion is

supported by adequate indication and rationale for use, and is used at the correct dose and
duration, and with adequate monitoring. (See also F741, F757, and F758 for concerns related
to nonpharmacological approaches of redirecting or aéssing behavior)

Determination of Indication for Medication Use
The clinical record must reflect the following:
1 Whether there is an adequate indication for use for the medication (e.g., a psychotropic
medication is not administered unless the medicasiarsed to treat a specific
condition);
1 Whether an excessive dose and/or duration of the medication was administered to the
resident;
1 Whether there is adequate monitoring for the effectiveness of the medication in treating
the specific condition and for gradverse consequences resulting from the medication;
1 Whether a resident who uses a psychotropic drug(s) is receiving gradual dose reduction
and behavioral interventions, unless clinically contraindicated; and
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1 Whether a resident who receives a psychotrdpug(s) pursuant to a PRN (pro re nata,
or as needed) order is not administered the medication unless the medication is
necessary to treat a diagnosed specific symptom, as documented in the clinical record.

If the practitioner orders a medication to hdministered on a PRN timienited basis for the

provision of medical treatment to address an emergency medical condition (e.g., delirium), this
would not be considered to be a chemical restraint. The dosage cannot exceed what is
prescribed by the pradioner, and if the resident does not respond to the initial administration

of the PRN medication, the practitioner must be contacted, regardiagsessment of the
resident 6s medi cal condition and evalwuation o
medication must be discontinued when the resident does not need the medication for treatment of
the medical condition (also see 8483.45(e) F758 for limitations on psychotropic and

antipsychotic medication PRN orders). If staff continue to utilize a PRIatien that subdues

or sedates a resident, and is not treating a medical condition, this would be considered to be a
chemical restraint for staff convenience or discipline.

Risks and Psychosocial Impacts Related to Use of Chemical Restraints
A medication that is used for discipline or convenience and is not required to treat medical
symptoms, may cause the resident to be:

1 Subdued, sedated, or withdrawn;

1 Asleep during hours that he/she would not ordinarily be asleep; or

1 Limited in his/herdinctional capacity.

Additional effects resulting from sedating or subduing a resident may include, but are not limited
to, the following:

Loss of autonomy, dignity, sefispect and orientation;

Confusion, cognitive decline, withdrawal, depression;

Decreased activity levels, including social activities;

Decline in skin integrity;

Decline in continence level;

Decline in physical functioning including an increased dependence in activities of daily
living (e.g., ability to walk), impaired muscle strengtid balance, decline in range of
motion, and risk for development of contractures, increased risk of falls; and

1 Weight loss if missing meals.
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Facilities are responsible for knowing the effects medications have on their residents. If a
medication has a skating or subduing effect on a resident, and is not administered to treat a
medical symptom, the medication is acting as a chemical restraint. The sedating/subduing effects
to the resident may have been caused intentionally or unintentionally by staffpattt

indicate an action of discipline or convenience. In the case of an unintentional chemical

restraint, the facility did not intend to sedate or subdue a resident, but a medication is being
administered that has that effect, and is not the leasticas# alternative to treat the medical
symptom. These effects may result in convenience for the staff, as the resident may require less
effort than previously required. Even if a medication was initially administered for a medical
symptom, the contindeadministration of a medication in the absence of a medical symptom,

that sedates a resident or otherwise makes it easier to care for them, is a chemical restraint.
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Other examples of facility practices that indicate that a medication (ordered by a ipraanits
being used as a chemical restraint for staff convenience or discipline include, but are not limited
to:
T Staff indicate that a medication is being
representativeds request toownadmihei stesi da& nm
1 Staff have recommended to the practitioner that a resident be administered a medication
in order to prevent a resident from displaying behaviors such as wandering into other
resident s rooms:
1 Staff administer a medication to quiet tiesident because the resident continually calls
out, without attempting alternative interventions;
1 Staff become frustrated with a resident who continually requests staff assistance (such as
for toileting), or continually puts on the call light, and adretar a medication to sedate
or subdue the resident );
1 Staff administer a medication that subdues or sedates a resident when insufficient staffing
| evels do not allow for the residentodés nee
1 Staff administer a medication to sedate or subdaedkident, and/or to restrict the
resident to a seated or lying position, since the resident continually wanders into other
residentds rooms or attempts to | eave the
1 Staff become upset with a resident who resists receiving a bath and pinéhesS b
staff had not reassessed the resident nor revised interventions regarding how to provide
bathing care in order to meet the resident
that is used to subdue the resident prior to providing the Ibatihthe medication is not
used to treat an identified medical symptom.

INVESTIGATIVE PROTOCOL FOR CHEMICAL RESTRAINTSUSE
Use this protocol to investigate whether the facility is using a medication as a chemical restraint
when:
1 An allegation of usef a chemical restraint is received; or
1 The survey team determines noncompliance with F757 and/or F758, and the resident was
or is receiving an unnecessary medication that restricts movement, or sedates or subdues
the resident

NOTE: If the survey team igifies an unnecessary medication that is acting as a chemical
restraint (sedating or subduing a resident), the noncompliance is cited atiF605
Chemical Restraints and not cited at Fi5@nnecessary Medications. Both tags
shall not be cited for the samencompliance.

PROCEDURES

The survey team must first use use the Interpretive Guidance (Refer to F757 and F758) and
Critical Element Pathway for Unnecessary Medications, Psychotropic Medications, and
Medication Regimen Review (Form CK®&082) to determine whether the medicationsed to
treat a medical symptom.

Review the assessment, care plan, practitioner orders, and consulting pharmacist reviews to
identify facility interventions and to guide observations to be made. Corroborate observations by
interview and record review.
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Gather information regarding the residentds m
status and the medicatiaelated therapeutic goals identified in the care plan as the basis for
further review.

Observation

Record observations regarding anytgatial environmental causes of distress to the resident,

such as staffing levelsyer stimulatinghoise or activitiesunder stimulatingctivities, lighting,
hunger/thirst, physical aggression leading to altercations, temperature of the environment, and
crowdi ng. I n addition, observe for any altera
routine.

Record any visible physical and psychosocial reaction to the potential use of a medication, such

as:

Drowsiness, somnolence, excessive sedationhalhatinations;

Neurologic consequences such as akathisia, neuroleptic malignant syndrome (NMS),
parkinsonism, tardive dyskinesia; and/or

1 Confusion, agitation, anxiety, nervousness;

1 Social isolation, withdrawal, loss stlfesteemand/or

1 Lackofpartci pati on in individualized activities

)l
)l

Interviews
Interview the resident, and/or resident representative, to the degree possible, to identify:
1 Prior to administration of the medication:
o Whether other interventiorigve been attempted; if so, what alternatives; and what
the response was;
o Whether staff provided information regarding why the medication was being used;
o0 The risks and/or benefits of using the medication; and
o When and for how long the medication was gaage used.
Who requested the medication to be used and why;
Describe the effect of furictomng,matitipatoart i on on t
individual and/or group activities, and how it makes them feel; and
1T Descri be any c h a migtetsunderstand,sleepimgeaterms.econsbaiaks  a
involvement since receiving the medication.
Interview direct care staff and/or licensed personnel (e.g. nursing, social worker), as
appropriate, on various shifts that provide care to the resident tordater

1 Why the medication is being administered and what effect (physical and/or psychosocial)

it has on the resident;

1 Depending on whether distressed behavior is expressed, how do staff respond and what

individualized, persoftentered interventions asgtempted;

1 Prior to administration of the medication, whether other interventions have been
attempted; if so, what alternatives; and how the interventions met or failed to meet the
residentds needs;

How long the medication has been administered, and when it began;
Prior to administration of the medication, what is determined to be the underlying
cause(s) of the medical symptom that is being treated; how is the cause(s) treated,;

T
T

= =
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1 Who and how the &lity monitors for adverse consequences related to the
administration of the medication;

1 How is it determined that the medical symptom is no longer present and who determines
this;

1 If the medication continues to be administered and the medical syngphantonger
present, what is the clinical rationale for continuing the use of the medication and where
is this documented,;

f How staff are assigned to monitor, care fo
(e.g., the number, location, and consisteofcgtaff assigned across different
shifts/units);

1 Who supervises the overall delivery of care to the residents to assure care planned
interventions are implemented and how supervision occurs (to assure that a chemical
restraint is not used for staff coemience); and

1 Whether staff have discussed concerns with the Director of Nurses and Administrator
regarding the behavioral symptoms of specific residents and the monitoring of
interventions, and whether staff have requested more resources or changedetat res
assignments, and the response to the concerns.

Interview the practitioner regarding concerns identified during the investigation, including when
the staff contacted him/ her, what concerns th
resporse provided, including whether other interventions were attempted prior to the use of a
medication, what medical symptom is being treated with the medication, whether the medication
is considered to be the least restrictive (in type, dose, and duratatimnty be used to treat the
symptom, and the plan for discontinuing and/or revising interventions.

Interview the pharmacist to identify when he/she conducted the last medication regimen review
for the resident; if the medication was administered pridholast review and it was not

identified as a concern, whether he/she can provide information regarding the indication for use
of the medication; if the medication was administered prior to the last review and it was
identified as a concern, , whether/$ige notified the practitioner, Director of Nurses, and/or

medi cal director and what was the response; a
phar maci st when initiating a medication for
therearee x pr essi ons or indications of distress, o
status

Interview the social worker to determine any patterns of behaviors that may impact the

residentdos safety or <car e ptergentiorss ateempted; hosvt her h
attempts met or did not meet the residentos n
are administered to the resident, whether hel

behavior or activity level after admstration of the medication, and why he/she believes the
medication is being administered.

Interview the Director of Nurses to identify his/her knowledge regarding the behavioral
symptoms of specific residents and the monitoring of interventions. irkésw@jew the Director

of Nurses and Administrator to identify whether staff have requested more resources or changes
to resident assignments, and the response to the concerns.
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Record Review

Review the assessment, care plan, practitioner orders, progoéss, and consulting

phar maci st reviews. Determine whether there w
psychosocial status related to the medication that was administered. If so, the surveyor must
determine whether the decline can be attiglolito disease progression or administration of an
unnecessary medication. Determine if documentationmt r esi dent 6 s record r

Prior to administration of the medication, whether other interventions have been attempted; if

so, what alternatves nd how the interventions met or fail
1 Prior to administration of the medication, whether the facility identified, to the extent

possible, and addressed the underlying cause(s) of the medical symptom;

Indication for use fothe medication(s), including the medical symptom(s) being treated,;

Whether the record reflects any adverse consequences after administration of the

medication;

1 Whether the record reflects whether there was a change in functioning and/or activity
after adninistration of the medication;

1 If a medication used to treat medical symptoms was appropriate at one time, determine if
it was discontinued once it was no longer necessary, or if a clinical rationale to continue
the medication is documented; and

1 Whether tlie medication is administered on a PRN basis on particular days or shifts or
when certain staff is caring for the resident and the symptoms for which the medication is
prescribed are not documented.

1
)l

Facility Review

It may be necessary to interview thedical director regarding medications that are not
required to treat the residentdés medical symp
or withdrawn or limited in his/her functional capacity.

Determine whether the Quality Assessment & Asstg committee is aware of psychotropic
medication used to address resident behavioral symptoms, whether there is sufficient, qualified
staff trained to provide interventions for behavioral symptoms, and supervision of staff to assure
that medications arenly used to treat a medical symptom and do not have the effect of
convenience or discipline.

KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F605, the surve
facility has failed, in one or more areas, to@uwy oneor more of the following:
1 Assure that the resident is free from restraints imposed for discipline brstafenience
(convenience can be caused intentionally or unintentionally by staff);
Identify medical symptoms that were being treated with the use of a chemical restraint;
If a chemical restraint is in use, the facility:
o0 Provides the least restrictivetalnative for the least time possible, including and as
appropriate, developing and implementing a plan for gradual dose redugtitme
absence of identified and documented clinical contraindications;
o Monitors and eval uat eemdadibagon;rarmlsi dent 0s r es

1
1
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o Discontinues the use of the medication when the medical symptom is no longer being
treated unlesseducing or eliminating the use of the medication may be clinically
contraindicated.

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION

During the investigation, the surveyor may have determined that concerns may also be present
with related outcome, process and/or structure requirements. The surveyor is cautioned to
investigate these related requirements before determining wheth@ongpliarce may be
present. Some examples of related requirements that should be considered include the
following:

42 CFR 483.10, 483.10(a)), 483.10(b)(1X2), F550 Resident Rights and Dignity

42 CFR 483.10(c)(Z3), F553- Right to Participate PlanninGare

42 CFR 483.21(b)(1), F65®evelop/Implement Comprehensive Care Plan

42 CFR 483.35, 483.35(a), and 483.35(J25 and F726 Sufficient and Competent
Staff

42 CFR 483.40(kfb)(1), F742 Treatment/Svc for Mental/Psychosocial Concerns

42 CFR483.45(c), F758rug Regimen Review, Report Irregular, Act On

42 CFR 483.45(d), F75Drug Regimen is Free From Unnecessary Drugs

42 CFR 483.45, F758sychotropic Medications

42 CFR 483.70(h), F84Responsibilities of Medical Director

42 CFR 483.75 (g)(%ii)- F867- QAA Activities

= =4 =4 =
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DEFICIENCY CATEGORIZATION

In addition to actual or potential physical harm, always consider whether psychosocial harm has
occurred when determining severity level (See Appendix P, Section IV, E, Psychosocial Outcome
SeverityGuide).

Examples of Severity Level 4 Noncompliance Immediate Jeopardy to Resident Health or
Safety includes, but is not limited to:
1 The facility administered a medication to a resident for staff convenience without a

medical symptom identified. Thesident was admitted to a secured area of the facility
two months prior to the survey. During observations the resident was observed lying in a
reclining chair, sleeping and staff had difficulty arousing the resident for meals. The
staff had to providene to one assistance to assist the resident to eat. The resident was
unable to hold the utensils, and was being fed a pureed meal. The resident required a
two-person assist to transfer from bed to chair and required total assistance for activities
ofdda 'y Iiving. The residentds record reveal
independent in mobility and ambulation and did not require assistance to eat. Staff
interviewed stated that they had difficulty monitoring the resident as they were taking
careof other residents. They stated that there were no identified interventions or
activities to address these behaviors. As a result, staff requested a medication from the
physician for the wandering behavior. The physician was interviewed and stated that
the medication was being administered for wandering, but that he was not aware that the
resident was sedated and the residentds de
There was no other evidence i n hstiffeandthes i den
physician that indicate a medical reason for the decline and sedating effect.
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1 The facility failed to assure that a medication it administered to a resident was being

used to treat a medical symptom and not for staff convenience. Thenteside

admitted for possurgical rehabilitation of a fractured hip. During an interview, the
residentds representative stated that prio
able to recognize her family members, was used to sitting with tlig &iter the

evening meal at home, and, although pleasantly confused, enjoyed a warm bath prior to
bedtime and slept through the night. However, after admission, there had been a
significant change in the r estedimrtiteds st atu
resident, after admission, was immediately put to bed after the evening meal every day;
subsequently, the resident began yelling out for help, wanted to get out of bed, and

di srupted other residentsd sitiomeegaffhad Dur i ng
contacted him and requested an antipsychotic medication to keep the resident quiet

during the night hours as she was disruptive and agitalda: practitioner ordered an
antipsychotic medication twice a day, but did not provide doclatientof a medical

symptom being treated with the medication. Observations throughout the survey

revealed the resident seated in a wheelchair, subdued or sleeping, sucking on her hand,
mumbling to self, and not aware of surroundings or visitors. Staffviewed
corroborated that there had been a declin
administration of the medication. Due to
related to the initiation and use of a chemical restraint, serious harer@atto the

resident.

e

Examples ofSeverity Level 3 Noncompliance Actual Harm that is not Immediate Jeopardy
include, but is not limited to:

T

The facility administered a medication that was not being used to treat medical
symptoms, the facility did nattempt any less restrictive interventions, and the

medication was used for the convenience of staff. As a result of this noncompliance, the
resident was sedated into the morning hours. The resident was unable to be aroused
sufficiently to eat breakfasgt the dining room where he normally eats meals, and now
required assistance by staff to eat breakfast. The resident was observed to attend and
participate in his other meals and activities for the rest of the day. The record did not
indicate any falls pany decline in other activities of daily living. The resident,

di agnosed with Al zhei merds disease, had di
ot her residents and nursing staff, such as
rummaging throughl r awer s and cl oset s. To address t

contacted the attending physician to discuss the issue and requestactomggantt

anxiety medication. No other attempts of qptrarmacological interventions were

identified or implementkprior to the use of the chemical restraint. Staff stated that they

did not have the time to i mplement other i
indicate a medical symptom being treated, nor a reduction of the medication when the

r es i d ecnhonabssatus deatined.

Examples of Severity Level 2 Noncompliance No Actual Harm with Potential for More Than
Minimal Harm that is Not Immediate Jeopardyclude, but are not limited to:
1 The facility failed to assure that an antianxiety medication lveaisg administered to

treat a medical symptom and not for the convenience of staff. Although the resident has
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not experienced falls or other adverse consequences in relation to the administration of
the medication, the potential exists for more than méhiharm with the continued use of

the anttanxiety medication in the absence of a medical symptom. Interviews and record
review revealed that the facility was giving a resident-antiiety medication prior to the
resident taking showers occasionallyweaekends. Staff indicated that the resident had
occasionally declined showers not because she was anxious, but because she found bed
baths to be more relaxing than the shower environment. The staff interviewed stated that
the nurse aides, who worked theeytime weekend shift, were upset about the resident
refusing the shower as they did not have time to come back and shower the resident at

n
r

another time not realizing that this was
contacted the physicianfar medi cati on to all eviate the
shower . o A nursing assistant who was assi

week, stated that sometimes the resident does not want to take a shower and on those
occasions, she walilgive the resident a bed bath. The nursing assistant said the resident
iS not resistive or combative.

Severity Level 1: No Actual Harm with Potential for Minimal Harm
The failure of the facility to assure residents are free from chemical restramtsrésthan
minimal harm. Therefore, Severity Level 1 does not apply for this regulatory requirement.

F606

8§483.12(a)The facility mustd

§483.12(a)(3Not employ or otherwise engagadividuals whod
(i) Have beerfound guilty of abuse, neglect, exploitation, misappropriation of property, or

mistreatmentby a court of law;

(i) Have had a finding entered into the State nurse aide registry concerning abuse,

neglect,exploitation, mistreatment of residents or misappropriation of ther
property; or

(iif) Have a disciplinary action in effect against his or her professional license by a state

licensure body as a result of a finding of abuse, neglect, exploitation, mistreatment of
residents or misappropriation of resident property.

§48312(a)(4)Report to the State nurse aide registry or licensing authorities any knowledge
it has of actions by a court of law against an employee, which would indicate unfitness for
service as a nurse aide or other facility staff.

INTENT

The facility must not hire an employee or engage an individual who was found guilty of abuse,
neglect, exploitation, or mistreatment or misappropriation of property by a court of law; or who
has a finding in the State nurse aide registry concerning albeggect, exploitation,

mistreatment of residents or misappropriation of resident property, or has had a disciplinary
action in effect taken against his/her professional licefibe.facility must report knowledge of
actions by a court of law against an doyee that indicates the employee is unfit for duty.
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DEFINITIONS

AFound guil ty é applesta sitcatonswhereottie ddfeadari pleads guilty, is
found guilty, or pleadso contest to charges of abuse, neglect, exploitation, misappropriafti
property, or mistreatment.

i Fi n dis defmed as a determination made by the State that validates allegations of abuse,
neglectexploitation,mistreatment of residents, or misappropriation of their property.

iMi streasmdafioed at A483.5, means finappropr
resident. o

GUIDANCE

Employment

NOTE: For purposes of this guidance, dAstaffo ir
consultants, contractors, volunteers. Staff would also include caregivers who provide care and
services to residents on behautsédaidetraininghe f aci | i
program, and students from affiliated academic institutions, including therapy, social, and

activity programs.

Facilities must be thorough in their investigations of the histories of prospective staff. In

addition to inquiry othe State nurse aide registry or licensing authorities, the facility should

check information from previous and/or current employers and make reasonable efforts to
uncover information about any past criminal prosecutions. It has been reported that former
nurse aides with a finding of abuse, neglect, misappropriation of resident property, exploitation,
or mistreatment may seek employment in other departments of a facility, such as maintenance or
laundry services/department, or at another nursing homeniarenursing capacity.

Some States may have additional requirements for criminal background checks and State law
may prohibit persons convicted of certain crimes from working in atemg care facility. The

State Survey Agency may use its own authfimitgssuring facility compliance such as the use of
the National Background Check Program or specific State licensure requirements that may
address criminal background checks addition, some facilities may have more stringent hiring
restrictions than \Wat is required by State or Federal law.

If a facility has not developed and/or implemented policies and procedures related to screening
proceduregrior to employmenta finding of noncompliance should be considered at F607, not
F606. If it is determined that the facilémnployed or engaged an individuelther directly or

under contract, who was found guilty by a court of law of abuse, neglect, misappropriation of
property, exploitation or mistreatment, or had a finding entered into the State nurse aide registry
or has a disciplinary action in effect against his/her professional license concerning abuse,
neglect, mistreatment of residents or misappropriation otleggiproperty, a finding of
noncompliance must be cited at F606. In this situation, there may also be a citation at F607 if
the facility failed to develop and/or implement policies and procedures related to staff screening.
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Reporting to the State Nurse A& Registry or Licensing Authorities

A nurse aide found guilty of neglect, abusestreatmentmisappropriation of propertyyr
exploitationby a court of law, must have his/her name entered intSthienurse aide registry.

A licensed staff member fodrguilty of the above must be reportechte/herlicensing board.
Further, if a facility determines that actions by a court of law against an employee are such that
they indicate that the individual is unsuited to work in a nursing htirea,the facilitymust

report that individual to th8tatenurse aide registry (if a nurse aide) or to the State licensing
authorities (if a licensed staff membdtkamples of convictions that may indicate unfitness to
work in a nursing home include, but are not limitedctild abuse, sexual assaultef, and

assault with a deadly weapon.

NOTE: In addition, according to 42 CFR 483.156(c)(1)(iv)(A) to (c)(1jy)Registry of Nurse
Aides, the SA must include the following information on any finding by the State survey agency
of abuse, neglect, or misappropriation of property by the individual:
1 Documentation of the State's investigation, including the natureedadllegation and the
evidence that led the State to conclude that the allegation was valid;
1 The date of the hearing, if the individual chose to have one, and its outcome; and
1 A statement by the individual disputing the allegation, if he or she chooseké&one.

This information must be included in the registry within 10 working days of the finding and must
remain in the registry permanently, unless the finding was made in error, the individual was
found not guilty in a court of law, or the Stateniified of the individual's death.

Refer to the CE Pathways for Abuse (Form CM2®059) and Neglect (Form CM80130) and
the Investigative Protocols for tags F602 and F603.

KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F606, the survey@s i nvestigation will gene
facility did any one or more of the following:

1 Hire or engage an individual who, unless the individual in question has appealed their
disqualification from employment in a nursing home and that appeal has been successful
under State or federal law:

0 Has been found guilty of abuse, neglect, exploitatisappropriation of property,
or mistreatment by a court of lawr

0 Has had a finding entered into the State nurse aide registry concerning abuse,
neglect, exploitation, mistreatment of residents, or misappropriation of their
property; or

0 Has had a disglinary action in effect against his/her professional license by a state
professional licensure body as a result of a finding of abuse, neglect, exploitation,
mistreatment of residents, or misappropriation of resident property;

1 Failed to report to the tate nurse aide registry or licensing authorities any knowledge of
actions taken by a court of law that would indicate unfitness as a staff member of a
nursing home

F607
8483.12(bjThe facility must develop and implement written policies and procedures that:
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§483.12(b)(1) Pohibit and preven@abuse, neglectand exploitationof residents and
misappropriation of resident property,

8483.12(b)(2) Establish policies and proceduresreestigate any such allegations, and
8483.12(b)(3) Include training as required at paragraph 8483.95,

8483.12(b)(4) Establish coordination with the QAPI program required under 8483.75.
[8483.12(b)(4) will be implemented beginning November 28, 201%§els)]

INTENT

This regulation was written to provide protections for the health, welfare and rights of each
resident residing in the facilityln order to provide these protections, the facility must develop
written policies and procedures to prohibaid prevent abuse, neglect, exploitation of residents,
and misappropriation of resident propertyhese written policies must include, but are not
limited to, the following components:

Screening;

Training;

Prevention;

Identification;

Investigation;

Protection; and

Reporting/response.

=4 =2 =4 -4 -8 -9 -9

In order to ensure that the facility is doing all that is within its control to prevent such
occurrences, these policies must be implemented (i.e., carried out), otherwise, the policies and
procedures would not keffective. The facility is expected to provide oversight and monitoring

to ensure that its staff, who are agents of the facility, implement these policies during the
provision of care and services to each resident residing in the fadlifacility cannot disown

the acts of its staff, since the facility relies on them to meet the Medicare and Medicaid
requirements for participation by providing care in a safe environment.

NOTE: For purposes of this guidanceegtor,istaff o ir
consultants, contractors, volunteers. Staff would also include caregivers who provide care and
services to residents on behalf of the facility, students i thec i | | taigeGrainingur s e

program, and students from affiliated academic instingjancluding therapy, social, and
activity programs.

GUIDANCE
The facility must develop and implement policies and procedures that includédieng
seven components:

|. Screening:
The facility must have written procedures $oreemg potential employees for a history of
abuse, neglecexploitation, or misappropriation of resident property in order to prohibit abuse,
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neglect, and exploitation of resident property, and consistent with the applicable requirements
at 8483.12(a)(3)Thisincludes attempting to obtain information from previous employers and/or
current employers, and checking with the appropriate licensing boards and re@is&i€5.29

for requirements related to registry verification and m@tate registry verification.

Additionally, a facilityds services may be fu
contracted, or temporary agency staff, or students from affiliated academic institutions. The
facilityds pol i ci e-=screeningdccus forspspective consaltardss, how pr e

contractors, volunteers, caregivers and students in its nurse aide training program and students
from affiliated academic institutions, including therapy, social, and activity programs. The
facility should require these individuais be subject to the same scrutiny prior to placement in

the facility, whether screened by the facility itself, the tpiadty agency, or academic

institution. The facility should maintain documentation of the screening that has occurred.

The facilitymust have written procedures for screening that may include, but are not limited to:
1 For prospective employees, reviewing:
o The employment history (e.g., dates of employment position or title), particularly
where there is a pattern of inconsistency;
o Information from former employers, whether favorable or unfavorable; and/or
o Documentation of status and any disciplinary actions from licensing or registration
boards and other registries.

In addition, a facility must develop and implement policies and proes to prohibit and prevent
both abuse and neglect. This would include scregmiogpectiveesidents to determine whether
the facility has the capability and capacity to provide the necessary care and services for each
resident admitted to the faciit. The facilityds written proced:
to:
1 For prospective residents, reviewing:
o An assessment of the individual 6s functi o
o0 Medical acuity; and
o Special needs (e.g., mechanical ventilation care, dialysis, hospice).

The facility can then determine whetfien consideration of current staffing patterns, staff

gualifications, competency and knowledge, clinical resources, physical environment, and

equipmenti t can safely and competently provide t he
needs. For example, a resident may have a prior history of distressed behaviors such as unsafe
wandering, physically aggressive behaviors including sexually aggedsshaviors, or

mental/psychiatric illnesses. In order to provide protections and a safe environment for the

resident and other residents, the facility must determine whether it has sufficient competent and
qualified staff in order to meet the needshaf resident. If the individual is admitted, pre

admission screening information may provide information that may be used as part of the initial
assessment and care planning data.

Il. Training:
The facility must have written policies and proceduresiti@dude training new and existing
nursing home staff and-service training for nurse aides in the following topics which include:
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1 Prohibiting and preventing all forms of abuse, neglect, misappropriation of resident
property, and exploitation;

1 Identifyingwhat constituteabuse, neglectxploitation,and misappropriation of resident
property

1 Recognizing signs of abuse, neglect, exploitation and misappropriation of resident
property, such as physical or psychosocial indicators;

1 Reporting abuseneglect, exploitation, and misappropriation of resident property,
including injuries of unknown sources, amdvhom and whestaffand others must
report their knowledge related amy alleged violatiomvithout fear of reprisaland

1 Understandingbehavioral symptoms of residents that may increase the risk of abuse and
neglect and how to respond. These symptoms, include, but are not limited to, the
following:

0 Aggressive and/or catastrophic reactions of residents;

Wandering or elopemettype behavirs;

Resistance to care;

Outbursts or yelling out; and

Difficulty in adjusting to new routines or staff.

© O OO

NOTE: The provision of training on abuse prohibition alone does not relieve the nursing home
of its responsibility to assure that the resident ig firem abuse. The nursing home must provide
ongoing oversight and supervision of staff in order to assure that its policies are implemented as
written.

NOTE: Federal regulations at 42 CFR 88 483.95(c) and 483.95(g) specify that a facility must
developjmplement, and maintain a training program that includes staff training related to

abuse, neglect, and exploitation. If the facility fails to develop and implement policies and
procedures that include training as required at 42 CFR 483.95(c) and (d)&2)R607 would

be cited. Refer to tag F943 if there are concerns related to the development, implementation and
maintenance of an effective training program for all new and existing staff, which includes
training on activities that constitute abuse, neglexploitation, and misappropriation of

resident property; procedures for reporting incidents; and dementia management. Refer to tag
F947 for concerns related to the provision okervice training, which must include dementia
management training anesident abuse prevention training.

[ll. Prevention:

The facility must have and implement written policies and procedures to prevent and prohibit all
types of abuse, neglect, misappropriation of resident property, and exploitation that achieves
(but isnot limited to):

T Establishing a safe environment that suppo
consensual sexual relationship and by establishing policies and protocols for preventing
sexual abuse, such as the identify when, how, and by whom detnsrof capacity to
consent to a sexual contact will be made and where this documentation will be recorded;
and the residentdés right to establish a re
include the development of or the presence of an ongegaBy intimate relationship;

1 Identifying, correctng andintervenng in situations in which abuse, negleetploitation,
and/or misappropriation of resident property is more likely to octhis includeshe



Effective November 28, 2017

implementation of policies that addrebe deployment ofrained and qualified,
registered, licensed, and certifistaff on each shift in sufficient numbers to meet the

needs of the residents, and assure that the staff assigned have knowledge of the individual

resi dent sabdbehavioeasympmoend, § any (see also F727 related to
proficiency of nurse aides);

Assuring that residents are free from neglect by having the structures and processes to
provide needed care and services to all residents, which includes, but is not limited to,

the povision of a facility assessment to determine what resources are necessary to care

for its residents competently;

Theidentification, ongoin@ssessment, care planniiog appropriate interventionand
monitoring of residents with needs and behaviorelwmight lead to conflict or neglect,
such as:

(0]

(0]

o

o O O0OO0Oo

Verbally aggressive behavior, such as screaming, cursing, bossing
around/demanding, insulting to race or ethnic group, intimidating;

Physically aggressive behavior, such as hitting, kicking, grabbing, sangtich
pushing/shoving, biting, spitting, threatening gestures, throwing objects;
Sexually aggressive behavior such as saying sexual things, inappropriate
touching/grabbing;

Taking, touching, or rummaging through
Wandering i md/spacgt her 6s r oo

Residents with a history of salijurious behaviors

Residentsvith communication disordexs who speak a different language; and
Residentshat requirextensivenursing care and/or are totally dependent on 8taff
the provision of care.

Ensuring the health and safety of each resident with regard to visitors such as family
members or resident representatives, friends, or other individuals subject to the
residentds right to deny or withdraw conse
safety restrictions;

Providing residents and representatiyggormationon how and to whom they may

report concerns, incidents and grievances without the fear of retribution; and providing
feedback regarding the concerns that have been expresse&5&etor further
information regarding grievances).

The facility may also develop and implement policies and procedures, which achieve the

following:

T

Identifying, correctng andintervening in situations in which abuse, negleetploitation,
and/ormisappropriation of resident property is more likely to ocdthis includes an
analysis ofand implementation of policies that address at a minimum:

o

Features of the physical environment that may make abuse, negldotfation, and
misappropriationof resident propertynore likely to occur, such as secluded areas of
the facility; and

Theidentification of who is responsible for teapervision of stafbn all shifts and

how supervision will occur in ord¢o identify inappropriate staff behaviossjch as

using derogatory language, rough handling, ignoring residents while giving care, and
directing residents who need assistance with the bathroom to urinate or defecate in
their beds.

ot
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1 Providing staff information on how and to whom they may repaort@ms, such as
insufficient staffing or a shortage in supplies, without the fear of retribution; and
providing feedback regarding the concerns that have been expressed.

IV. Identification:

The facility must have written procedures to assist staff irtifgieng abuse, neglect, and
exploitation of residents, and misappropriation of resident property. This would include
identifying the different types of abuseental/verbal abuse, sexual abuse, physical abuse, and
the deprivation by an individual of goodsd services.

Because some cases of abuse are not directly observed, understanding resident outcomes of
abuse could assist in identifying whether abuse is occurring or has occurred. Possible
indicators of abuse include, but are not limited to:

1 Aninjurythat is suspicious because the source of the injury is not observed or the extent
or location of the injury is unusual, or because of the number of injuries either at a single
point in time or over time; and

1 Sudden or unexplained changes in the folloviaaegaviors and/or activities such as fear
of a person or place, or feelings of guilt or shame.

V. Investigation:
The facility must have written procedures for investigating abuse, neglect, misappropriation, and
exploitation that include:

NOTE: See als&ection VI regarding protection of the alleged victim.
1 Identifying staff responsible for the investigation;
1 Exercising caution in handling evidence that could be used in a criminal investigation
(e.g., not tampering or destroying evidence);
Investigating different types @fileged violations;
Identifying and interviewing all involved persons, including the alleged victim, alleged
perpetrator, withesses, and others who might have knowledge of the allegations;
1 Focusing the investigation atetermining if abuse, neglect, exploitation, and/or
mistreatment has occurred, the extent, and cause; and
1 Providing complete and thorough documentation of the investigation.

T
T

VI. Protection:
The facility must have written procedures that ensure thaesidlents are protected from
physical and psychosocial harm during and after the investigation. This must include:
1 Responding immediately to protect the alleged victim and integrity of the investigation;
1 Examining the alleged victim for any sign wjury, including a physical examination or
psychosocial assessment if needed;
Increased supervision of the alleged victim and residents;
Room or staffing changes, if necessary, to protect the resident(s) from the alleged
perpetrator;
Protection from retahtion; and
Providing emotional support and counseling to the resident during and after the
investigation, as needed.

1
1

= =
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VII. Reporting/Response:
The facility must have written procedures that must include:

1 Immediately reporting all alleged violations teetAdministrator, state agency, adult
protective services and to all other required agencies (e.g., law enforcement when
applicable) within specified timeframes;

Assuring that reporters are free from retaliation or reprisal,

Reportingto the State nursade registry or licensing authorities any knowledge it has of

any actions by a court of law which would indicate an employee is unfit for service;

i Taking all necessary actions as a result of the investigation, which may include, but are
not limited to, lhe following:

0 Analyzing the occurrende)to determinevhy abuse, neglect, misappropriation of
resident property or exploitation occurred, awhiat changes are needed to prevent
further occurrences;

o Defining how care provision will be changed and/or imgeto protect residents
receiving services;

o Training of staff on changes made and demonstration of staff competency after
training is implemented,;

o ldentification of staff responsible for implementation of corrective actions;

0 The expected date for implematian; and

o ldentification of staff responsible for monitoring the implementation of the plan.

== =

Refer to the CE Pathways for Abuse (Form CM2®059) and Neglect (Form CM80130) and
the Investigative Protocols for tags F602 and F603.

KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F607, the surve
facility has failed talo one or more of the following:

1 Develop and implement written policies and procedures that prohibit anveémrabuse,
neglect and exploitation of residents and misappropriation of resident property and
includes the screening of prospective employees and residents;

1 Develop and implement written policies and procedures for the investigation of
allegations ofabuse, neglect and exploitation of residents and misappropriation of
resident property and includes the staff identification of abuse, neglect, exploitation, and
misappropriation of resident property, protection of residents during investigations, and
thereporting of allegations and investigative findings and taking corrective actans;

1 Develop and implement written policies and procedures that include training as required
at 8483.95.

F608
8483.12(b) The facility must develop and implement written policies and procedures that:

8483.12(b)(5) Ensure reporting of crimes occurring in federaflynded longterm care
facilities in accordance with section 1150B of the Act. The policies and ptaoes must
include but are not limited to the following elements.
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(i) Annually notifying covered individuals, as defined at section 1150B(a)(3) of the Act, of
t hat individual 6s obligation to comply wit

(A) Each coverd individual shall report to the State Agency and one or more law
enforcement entities for the political subdivision in which the facility is located any
reasonable suspicion of a crime against any individual who is a resident of, or is
receiving care fromthe facility.

(B) Each covered individual shall report immediately, but not later than 2 hours after
forming the suspicion, if the events that cause the suspicion result in serious bodily
injury, or not later than 24 hours if the events that cause thesgicion do not result in
serious bodily injury.

(i) Posting a conspicuous notice of employee rights, as defined at section 1150B(d)(3) of
the Act.

(i) Prohibiting and preventing retaliation, as defined at section 1150B(d)(1) and (2) of
the Act.

INTENT
The intent is for the facility to develop and implement policies and procedures that:

1 Ensure reporting of crimes against a resident or individual receiving care from the
facility occurring in nursing homes within prescribed timeframes to the appropriate
entities, consistent with Section 1150B of the Act;

1 Ensure that all covered individuals, such as the owner, operator, employee, manager,
agent orcontractor reportreasonable suspicion of crimes, as required by Section 1150B
of the Act;

Provide annual notification for covered individuals of these reporting requirements;

Post a conspicuous notice of employee rights, including the right to file a complaint; and
Assure that any covered individual who makes a report to be made, or iotess of
making a report, is not retaliated against.

= =4 =4

DEFINITIONS
ACover ed isanydnewhad is anlovener, operator, employee, manager, agent or
contractor of the facility (See section 1150B(a)(3) of the Act).

A Cr i:n%ection 1150B(b)(1)efhe Act provides that a Acri meo
applicable political subdivision where the facility is located. A political subdivision would be a

city, county, township or village, or any local unit of government created by or pursuant to State

law.

ALaw enf oasdefimacimsectian 2011(13) of the Act, is the full range of potential
responders to elder abuse, neglect, and exploitation including: police, sheriffs, detectives, public
safety officers; corrections personnel; prosecutorsgdical examiners; investigators; and

coroners.

ASer i ous b meahnslaryinjurymnyolvingyextreme physical pain; involving substantial
risk of death; involving protracted loss or impairment of the function of a bodily member, organ,
or mental faculty; requiring medical intervention such as surgery, hospitalizatighysical
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rehabilitation; or an injury resulting from criminal sexual abuse (See section 2011(19)(A) of the
Act).

ACri minal slexutalheabaseoof Acri minal sexual abu
2011(19)(B) of the Act (as added by sec6@03(a)(1)(C) of the Affordable Care Act), serious

bodily injury/harm shall be considered to have occurred if the conduct causing the injury is

conduct described in section 2241 (relating to aggravated sexual abuse) or section 2242

(relating to sexual abwg of Title 18, United States Code, or any sinieiense under State law.

In other words, serious bodily injury includes sexual intercourse with a resident by force or
incapacitation or through threats of harm to the resident or others or any sexualatving a

child. Serious bodily injury also includes sexual intercourse with a resident who is incapable of
declining to participate in the sexual act or lacks the ability to understand the nature of the

sexual act.

GUIDANCE

NOTE: Once anindividual suspects that a crime has been committed, facility staff must exercise
caution when handling materials that may be used for evidence or for a criminal investigation. It
has been reported that some investigations were impeded dashang lines or clothing,

destroying documentation, bathing or cleaning the resident before the resident has been
examined, or failure to transfer a resident to the emergency room for examination including
obtaining a rape kit, if appropriate.

NOTE: Pl ease refer to the facilityds obligatior
CrimeinalLongTer m Care Facility: Section 1150B of t
Memo: 1130-NH, revised January 20, 2012, http://www.cms.gov/Medicare/Provider
Enrollmentand-Certification/SurveyCertificationGeninfo/downloads/scletterl1l 30.pdf).

Required Policies and Procedures for Reporting Suspicions of a Crime

The following table describes the different reporting requirements that are addressed under 42
CFR483.12:

F608 F609

42 CFR 483.12(b)(5) and | 42 CFR 483.12(c)

Section 1150B of the Act

What Any reasonable suspicion o] 1) All alleged violations of abuse, neglect

a crime against a resident exploitation or mistreatment, including
injuries of unknowrsource and
misappropriation of resident property

2) The results of all investigations of
alleged violations

Who is Any covered individual, The facility
required to including the owner,
report operator, employee,

manager, agent or contractg
of the facility
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F608
42 CFR 483.12(b)(5) and
Section 1150B of the Act

F609
42 CFR 483.12(c)

To whom State Survey Agency (SA) | The facility administrator and to other
and one or more law officials in accordance with State law,
enforcement entities for the | including to the SA and the adult protectivg
political subdivision in which services where state law provides for
the facility is located (i.e., | jurisdiction in longterm care facilities
police, sheriffs, detectives,
public safety officers;
corrections personnel;
prosecutors; medical
examiners; ingstigators;
and coroners)

When Serious bodily injoy- All alleged violationdmmediately but not

Immediately but not later
than 2 hours* after forming
the suspicion

No serious bodily injurynot
later than 24* hours

later than
1) 2 hours if the alleged violation
involves abuser results in serious
bodily injury
2) 24 hours if the alleged violation
does not involve abussddoes not
result in serious bodily injury.

* - Reporting requirements under this regulation are based on real (clock) time, not business

hours

A facilityos

p o | iemoitireg sindex A2ACFR 4812 (b)(b)ushoeld spdcity the

following components, which include, but are not limited to:
1 Identification of who in the facility is considered a covered individual;
1 Identification of crimes that must be reported;

NOTE: Each Sta¢ and local jurisdiction may vary in what is considered to be a crime
and may have different definitions for each type of crime. Facilities should consult with
local law enforcement to determine what is considered a crime.
Identificationofwhat onst i t utes fAserious bodily injur?)
The timeframe for which the reports must be made; and

Which entities must be contacted, for example, the State Survey Agency and local law

enforcement.

= =4 =

There are instances where an alleged violation of abuse, negiesetppropriation of resident
property and exploitation would be considered to be reasonable suspicion of a crime. In these
cases, the facility is obligated to report to the administrator, to the state survey agency, and to
other officials in accordanceith State law (see F609). Regardless, covered individuals still

have the obligation to report the reasonable suspicion of a crime to the State Survey Agency and
local law enforcement.
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Some facilities may have policies and procedures wheradiménistrator could coordinate
timely reporting to the State Survey Agency and law enforcement on behalf of covered
individuals who choose to the report to the administrator. Risks to the covered individual for
reporting to the administrator could be miigd if an individual has clear assurance that the
administrator is reporting it and submitting a collective report would not cause delays in
reporting according to specified timeframes. Reports should be documented and the
administrator should keep a rebof the documentation. It remains the responsibility of each
covered individual to ensure that his/her individual reporting responsibility is fulfilled, so it is
advisable for any multipperson report to include identification of all individuals makihg
report. In addition, a facility cannot prohibit or circumscribe a covered individual from
reporting directly to law enforcement even if it has a coordinated internal system.

Surveyors must review whether the facility has included in its policiepranddures examples
of crimes that would be reported. Examples of situations that would likely be considered crimes
in all subdivisions would include but are not limited to:

Murder;

Manslaughter;

Rape;

Assault and battery;

Sexual abuse;

Theft/Robbery;

Drug diversion for personal use or gain;

Identifytheft; and

Fraud and forgery.

=2 =2 =099 _9_9_°5_°

There are political subdivisions that have other examples for which instances of elder
mistreatment are considered to be crimes. Because all reasonable suspicions ofmeraes
reported, regardless of whether it is perpetrated by facility staff, residents, or visitors, it would
be especially beneficial for the facility to work with local law enforcement in determining what
would not be reported (e.g., all cases of residenmesident conflict may not rise to the level of
abuse and may not be appropriate to report to local law enforcement).

Annual Notification of Reporting Obligations to Covered Individuals
The facility must develop and implement written proceduresriblaide, but are not limited to,
notifying covered individuals annually of their obligations to report reasonable suspicion of
crimes in the facility. Policies and procedures should include, but are not limited to the
following:
1 Identification of who ar¢he covered individuals in the facility;
1 How covered individuals are notified of the reporting requirements. Notification must
include the following:
o Each covered individual 6s independent obl
against a resident dectly to local law enforcement and the State Survey Agency;
o The timeframe requirements for reporting reasonable suspicion of crimes:
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A If the events that cause the reasonable suspicion result in serious bodily injury to
a resident, the covered individual stueport the suspicion immediately, but not
later than 2 hours after forming the suspicion;

A If the events that cause the reasonable suspicion do not result in serious bodily
injury to a resident, the covered individual shall report the suspicion not later
than 24 hours after forming the suspicion.

1 Penalties associated with failure to report:

o If a covered individual fails to report within mandated timeframes, the covered
individual will be subject to a civil money penalty of not more than $200,000; and the
covered individual may be excluded from participation in any Federal health care
program (as defined in section 1128B(f)).

o If a covered individual fails to report within mandated timeframes and the violation
exacerbates the harm to the victim of the craneesults in harm to another
individual, the covered individual will be subject to a civil money penalty of not more
than $300,000; and the Secretary may make a determination in the same proceeding
to exclude the covered individual from participation nydederal health care
program (as defined in section 1128B(f)).

1 The mechanism for documenting that all covered individuals have been notified annually
of their reporting obligations. Documentation may include a copy of a notice or letter
sent to coverechdividuals with confirmation that it was received or a completed
training/orientation attendance sheet documenting the individual completed training on
reporting obligations.

Retaliation

In order to encourage reporting of the suspicion of a crime, feslghould develop and

implement policies and procedures that promote a culture of safety and open communication in
the work environment. This may be accomplished through prohibiting retaliation against an
employee who reports a suspicion of a crime.ioAistthat constitute retaliation against staff
include:

1 When a facility discharges, demotes, suspends, threatens, harasses, or denies a
promotion or other employmerglated benefit to an employee, or in any other manner
discriminates against an employieehe terms and conditions of employment because of
lawful acts done by the employee.

1 When a facility files a complaint or a report against a nurse or other employee with the
state professional licensing agency because of lawful acts done by the nenseloyee
for reporting a reasonable suspicion of a crime to law enforcement.

An example of retaliation would be if a staff member, on behalf of or as an agent of the facility,
harasses an emplogevho had reported a suspectzine.

In addition to deeloping policies prohibiting retaliation for reporting suspicions of a crime, the
facility must develop and implement policies and procedures for posting notice in a conspicuous
location informing covered individuals of their right to file a complainhwifite State Survey

Agency if they believe the facility has retaliated against an employee or individual who reported
a suspected crime and how to file such a complaint.
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The sign may be posted in the same area that the facility posts other requireglesngagns,
such as labor management posters. Size and type requirements for the sign should be no less
than the minimum required for the other required employneated signs.

INVESTIGATIVE PROTOC OL FOR REPORTING OF REASONABLE SUSPICION OF

A CRIME

USE

Use this protocol during any survey, if based on a complaint or an investigation of abuse,
neglect, misappropriation of resident property, or exploitation, the facility did not report a
reasonable suspicion of a crime or an allegation of retaliatias veceived. Refer to the CE
Pathways for Abuse (Form CME®059) and Neglect (Form CME®130) and the Investigative
Protocols for tags F602, and F603, which gathers information about what information was or
was not reported by covered individuals and whetetaliation may have occurred.

The protocol below investigates whether the facility developed and implemented policies and
procedures related to:
Ensuring the reporting reasonable suspicion of crimes,

1 Notifying covered individuals of their reporting responsibilities,

1 Prohibiting and preventing retaliation, and

1 Posting notification of employee rights.

PROCEDURES

If the surveyor discovers an incident that has criminal implications and has notdpated by

the facility, the facility should be encouraged to make the report to the appropriate agencies. If
the facility refuses, the surveyor should consult with his/her supervisor immediately, since the
State Agency may need to assume this respliysib

NOTE: For those covered individuals who did not report the reasonable suspicion of a crime,
discuss with the State Survey Agency and next steps for referral for-figlland possible
sanctions.

Facility Policies and Procedures
Obtainandreviewm t he facilityéds policies and procedur e
compliance with the requirements at 1150B for:

1 Ensuring the reporting reasonable suspicion of crimes,

1 Notifying covered individuals of their reporting responsibilities,

1 Prohibiting and preventing retaliation, and

1 Posting notification of employee rights.

Observations

Observe whether the facility has posted notification of employee rights and whether the
notification includes all of the required components. Note the locafitme notification, in
relation to whether it is likely to be noticed by all employees.
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Interview of State Professional Licensing Authorities

If there is an allegation of retaliation against of an employee, the surveyor should contact the
appropriate $ate licensing board, to determine whether the facility had filed a complaint or
report against the employee, and if so, what information was provided in the complaint or
report.

Interview Staff
Interview staff who may have knowledge of the allegedentiw determine how did staff follow

facility policies and procedures, such as what actions were taken when there was a suspected
crime, when he/she may have last received training and/or notification regarding the reporting
of suspected crimes, and whatlthere are any barriers to reporting. For an allegation of
retaliation, interview staff about what occurred, how the facility retaliated against staff, and
when.

Interview1 Administrator
Interview the Administrator to determine the following:
1 How theAdministrator oversees the implementation of policies and procedures for
reporting of suspected crimes;
1 For an allegation of retaliation:
o Whether any actions were taken against an employee, and if so, what actions and
why;
o Whether the facility had subnatt a report to the State professiotiaénsing agency
and if so, why.

Review of Inservice Training/Orientation Records
Obtain and review documentation of training to determine whether covered individuals were
notified annually of their responsibilitp report allegations of crimes in the facility.

Review of Employee Personnel Records

|l f there is an allegation of retaliation agai
personnel records to determine if the facility may have taken aipnagainst the employee

which may be related to an employeebs report

KEY ELEMENTS OF NONCOMPLIANCE

To cite deficient practice at F608, the surve
facility failed to develop and implemgpolicies and procedures for any one or more of the

following:

1 Ensure the reporting of suspected crimes, within mandated timeframes (i.e., immediately
but not later than two hours if the suspected crime resulted in serious bodily injury,
within 24 hourdor all other cases);

Notify covered individuals annually of their reporting obligations;

Post signage of employee rights related to retaliation against the employee for reporting
a suspected crime; or

1 Prohibit and prevent retaliation.

= =
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DEFICIENCY CATEGORIZATION

In addition to actual or potential physical harm, always consider whether psychosocial harm has
occurred when determining severity level (See Appendix P, Section IV, E, Psychosocial Outcome
Severity Guide).

Examples of Severity Level 4ddcompliance Immediate Jeopardy to Resident Health or
Safety include, but are not limited to:
1 The facility failedto developand implement policies and procedures for covered

individuals toidentify andreport a suspected crime to local law enforcement and the SA,
resulting in failure to protect a resident from further potential criminal activity by an
alleged perpetrator. A resident, with a cognitive impairment who was dependent on staff
forcare,remr t ed to family members that she was
the alleged perpetrator. Family members reported this to the licensed staff person on
duty; however, the staff told the family that the resident was confused. Staff did not
reporthe familyds all egation to anyone and f a
allowing ongoing access to the resident by the alleged perpetrator. The resident had
emotional changes including crying and agitation and cowered with fear whenever the
alleged perpetrator approached the resident recurring fear whenever the perpetrator
approached the resident. The resident subsequently developed a sexually transmitted
disease (STD). Based on interviews with various staff members, these covered
individualswerenot aware of their reporting responsibilities for a suspected crime, and
assumed that this did not need to be reported because the resident was confused.

Examples ofSeverity Level 3 Noncompliance Actual Harm that is not Immediate
Jeopardyinclude, kut are not limited to:

1 The facility failed to implement policies and procedures for covered individuals to report
to law enforcement, the suspicion of a crime related to drug diversion. A resident was
prescribed opioid pain medication to manage severe pain following recertrgiiog a
fractured hip. A resident had requested that staff review his pain medication as it was
not effective over the weekend. The resident informed staff that he was unable to attend
weekend daytime activities due to discomfort and lack of sleefh&raimg pain at night.

The resident stated that he received a different colored pill during the weekend, but it did

not seem to work like the medication that was given during the weekdgs. a c i | i t y 6 s
investigation revealed that the same staff nueeked on each of the weekend night

shifts when the residentas identifiedo have unrelieved pain. This staff nurse had

access to the controlled medications for residents on that unit. During interview with the

nurse aide who worked on the same shithashursethenurse aide stated that she saw

the nurse coming out of the residentds roo
told her that the resident was sleeping and she would give the medication later. The nurse
aide reported that she then s#ve nurse take the medication herself. She stated that she

was afraid to report what she had seen since she did not want to jump into any

conclusions or cause any trouble for the nurse. Interviews with other staff revealed they

were not aware of facilitpolicies or of their obligations to report a suspected crime

including possible drug diversion.
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Examples of Severity Level 2 Noncompliance No Actual Harm with Potential for More Than
Minimal Harm that is Not Immediate Jeopardinclude, but are not limied to:

1 The facility failed to provide annual notification to staff on their obligations to report
suspected crimes and to post signage of employee rights related to retaliation against the
employee for reporting a suspected crime. Based on intervidlvéve staff members,
the staff were not knowledgeable about their obligations to report suspected crimes to
law enforcement and to the State Survey Agency, without fear of retaliation. The staff
were not aware of the time frames for reporting a susdexriene and did not recall
receiving training on reporting.

Severity Level 1: No Actual Harm with Potential for Minimal Harm
The failure of the facility to meet the requirements under this Federal requirement is more than
minimal harm. Therefor&everity Level 1 does not apply for this regulatory requirement.

F609
8483.12(c) In response to allegations of abuse, neglect, exploitation, or mistreatment, the
facility must:

§483.12(c)(1Ensure that all alleged violations involving abuse, neglecatxploitation or
mistreatment, including injuries of unknown source and misappropriation of resident
property, are reported immediately, but not later than 2 hours after the allegation is made, if
the events that cause the allegation involve abuse or raauerious bodily injury, or not later
than 24 hours if the events that cause the allegation do not involve abuse and do not result in
serious bodily injuryto the administrator of the facility and to other officials (including to

the State SurveyAgencyand adult protective services where state law provides for jurisdiction
in long-term care facilitied in accordance with State law through established procedures.

8483.12(c)(4) Repothe results of all investigations to the administrator or his or her
designated representative and to other officials in accordance with State law, including to
the State SurveyAgency,within 5 working days of the incident, and if the alleged violation
is verified appropriate corrective action must be taken.

INTENT

Thefacility must report alleged violations related to mistreatment, exploitation, neglect, or
abuse, including injuries of unknown source and misappropriation of resident property and
report the results of all investigations to the proper authorities withéisgribed timeframes.

NOTE: In cases where a deficiency is identified and CMS imposes a civil money penalty based
on the noncompliance, CMS will reduce the amount of the penalty by 50%, if all of the following
apply (See 42 CFR 488.438):
1 The facility seHreported the noncompliance to CMS or the State before it was identified
by CMS or the State and before it was reported to CMS or the State by means of a
complaint lodged by a person other than an official representative of the nursing home;
1 Correction ofthe selreported noncompliance occurred on whichever of the following
occurs first:
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o 15 calendar days from the date of the circumstance or incident that later resulted in a
finding of noncompliance; or

0 10 calendar days from the date the civil money penedty imposed:;

The facility waives its right to a hearing under 42 CFR 488.436;

The noncompliance that was sedported and corrected did not constitute a pattern of

harm, widespread harm, immediate jeopardy, or result in the death of a resident;

1 The civiimoney penalty was not imposed for a repeated deficiency that was the basis of a
civil money penalty that previously received a reduction; and

1 The facility has met mandatory reporting requirements for the incident or circumstance
upon which the civil mongyenalty is based, as required by Federal and State law.

= =

DEFINITIONS

fiAbuse, ©s de f i n e dthewillfulAnflidich ofinjury, sinreé@sonable confinement,
intimidation, or punishment with resulting physical harm, pain or mental angéiisisealso

includes the deprivation by an individual, including a caretaker, of goods or services that are
necessary to attain or maintain physical, mental, and psychosociieiell Instances of

abuse of all residents, irrespective of any mental or physaadition, cause physical harm,

pain or mental anguish. It includes verbal abuse, sexual abuse, physical abuse, and mental
abuse including abuse facilitated or enabl ed

AAl | eged iswakitodtian brioacurrence éhis observed or reported by staff, resident,
relative, visitor or others but has not yet been investigated and, if verified, could be
noncompliance with the Federal requirements relateshigireatment, exploitation, neglect, or
abuse, including injuriesf unknown source, and misappropriation of resident property.

fiExploitation, 6 as defined at A483. 5, means Ataking e
through the use of manipulation, intimidati on

Al mme d i neans &sysaon as possible, in the absence of a shorter State time frame
requirementbut not later than 2 hours after the allegation is made, if the events that cause the
allegation involve abuse or result in serious bodily injury, or not later than Bdshibthe events
that cause the allegation do not involve abuse and do not result in serious bodily injury

Al njuries of UAKD NoOwhnursyusitew!l d be classified :
S 0 u r c elnth of the fallowing criteria are met:
1 Thesource of the injury was not observed by any person or the source of the injury could
not be explained by the resideafid
1 The injury is suspicious because of the extent of the injury or the location of the injury
(e.g., the injury is located in an aneat generally vulnerable to trauma) or the number of
injuries observed at one particular point in time or the incidence of injuries over time.

fiMisappropriation of resident property, as defined at 8483 mmeans ft he del i ber a
misplacement, exploitatiom,r wr ongf ul , temporary, oOor per mane
or money without the residentds consent. o

iMi streasmdafioed at A483. 5, i's Al nappropri at
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fiNeglect as defined at §483.meandithefailure of the facility, its employees or service
providersto provide goods and servicesa resident that araecessary to avoid physical harm,
painmentalangui sh or emotional distress. o

fiSexualabuse ®s def i ned adonsendudl 8exudl ntacsof anyntypa with a
resident. o

GUIDANCE
REPORTING ALLEGED VIOLATIONS
It is the responsibility of the facility to ensure that all staff are aware of reporting requirements
and to support an environment in which staff and others report all allegéations of
mistreatment, exploitation, neglect, or abuse, including injuries of unknown source, and
misappropriation of resident property. Protection of residents can be compromised or impeded if
individuals are fearful of reporting, especially if thkeged abuse has been carried out by a staff
member. During investigations, some staff have stated that he/she was aware, or had knowledge,
that the incident had occurred, but did not report because he/she did not think it met the
definition of abuse, negtt, mistreatment, exploitation, or misappropriation of resident property.
Anecdotal reports have indicated that failure to report an alleged violation may be due to, but
not limited to, the following:
T An individual 6s allegation is not believed
1 Staff fear of retaliation, or fear losing his/her job;
1 Sympathy for cavorkers, for example, not wanting to cause trouble for the/adker;
1 Communication, cultal, or language issues; or
1 Residents/resident representatives may fear retaliation.
An individual (e.g., a resident, visitor, facility staff) who reports an alleged violation to facility
staff does not have to explicitly characterize the situaticmasb us e, 06 fAnegl ect , 0
Ami streatment, 06 or fdAexploitationo in order to
Rather, if facility staff could reasonably conclude that the potential exists for noncompliance
with the Federal requirements relatedrtastreatment, exploitation, neglect, or abuse, including
injuries of unknown source, and misappropriation of resident propéren it would be
considered to be reportable and require action under 8483.12(c). For example, if a resident is
abused butdoesnatl | ege abuse, the residentds failure
the occurrence is immaterial when the abuse may be substantiated by other supporting evidence.
Another example is when a nurse aide witnesses an act of abuse but failstttheeptieged
violation, the failure to report does not support a conclusion that the abuse did not occur and the
facility would not meet the reporting requirements.

All alleged violations, whether oral or in writing, mustibenediatelyreported to the

administrator of the facility and to other officials in accordance with State law through
established procedures (including to the State survey and certification agency and adult
protective services where State law provides for juriscidtiolongterm care facilities).

Conformance with this provision requires that each State Agency has a means to collect reports,
even during offluty hours (e.g., answering machine, voice mail, fax, electronic transmission,
etc.). The facility must havedumentation of the report, including what was reported and the

date and time when the report was made to the SA.
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The definitionofii mme di at el yo means as soon as possi bl
frame requirement, but not later than 2une after the allegation is made, if the events that

cause the allegation involve abuse or result in serious bodily injury, or not later than 24 hours if

the events that cause the allegation do not involve abuse and do not result in serious bodily

injury.

If an alleged violation has been identified and reported to the administrator/designee, the facility
must immediately report it and provide protection for the identified resident(s) prior to

conducting the investigation of the alleged violation. Inessituations, the facility may initially
evaluate an occurrence to determine whether i
For example, upon discovery of an injury, the facility must immediately take steps to evaluate
whether the injury meetsh e def i nition of an Ainjury of wunk
states that his or her belongings are missing, the facility may make an initial determination

whet her the i1item has been mispl acedebeforet he r e
reporting misappropriation of property. However, if the alleged violation meets the definition of
abuse, neglect, exploitation or mistreatment, the facility should not make an initial determination
whether the allegation is credible before repagtthe allegation.

NOTE: At the conclusion of the investigation, and no later than 5 working days of the incident,
the facility must report the results of the investigation and if the alleged violation is verified, take
corrective action, in accordanceith 8483.12(c)(4).

Thephraséii n accor dancemowdiitfhi eSst atthee Iwaowod Aof fi ci al
stipulate that alleged violations and the results of the investigations be reported to additional

State officials beyond those specified irdEral regulations. This phrase does not modify what

typesof alleged violations must be reported or the time frames in which the reports are to be

made. States may not eliminate the obligation for any of the alleged violations (i.e.,

mistreatment, neglecapuse, injuries of unknown souresploitation,and misappropriation of

resident property) to be reported, nor can the State establish longer time frames for reporting than
mandated in the regulations&§483.2(c)(1) and (4).No State can override tlodligation of the

nursing home to fulfill the requirements under 848&}, as long as the Medicare/Medicaid

certification is in place.

Some States may have different reporting requirements that could go beyond the Federal
requirements or are more spfc than the Federal requirementgor example, some States

require that all falls be reported to the SAhe SA should continue to manage and investigate
these cases under its state licensure authority. If the State determines that these occuwrences d
meet the definition of abuse, neglect, mistreatment, or injuries of unknown source, as outlined in
this guidance, the SA must assess whether the nursing home has met the requirements for
reporting and investigating these cases in accordance with 42 (8B33.12(c).

There may be instances where a report is required under 42 CFR 483.12(c) [F609], but not
under 42 CFR 483.12(b)(5)/Section 1150B of the Act[F608]. The following table describes the
different requirements:
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F608

42 CFR 483.12(b)(5)
and Section 1150B of the
Act

F609
42 CFR 483.12(c)

What Any reasonable suspicion o] 1) All alleged violations of abuse, neglect
a crime against a resident exploitation or mistreatment, including
injuries of unknown source and
misappropriation of resident propg
2) The results of all investigations of
alleged violations
Who is Any covered individual, The facility
required to including the owner,
report operator, employee,
manager, agent or contractg
of the facility
To whom SA and one or more law The facility administrator and to other
enforcemenentities for the | officials in accordance with State law,
political subdivision in which including to the SA and the adult protectivg
the facility is located (i.e., | services where state law provides for
police, sheriffs, detectives, | jurisdiction in longterm care facilities
public safety officers;
corrections personnel;
prosecutors; medical
examiners; investigators;
and coroners)
When Serious bodily injury All alleged violationdmmediately but not

Immediately but not later
than 2 hours after forming
the susfcion

No serious bodily injurynot
later than 24 hours

later than
3) 2 hours if the alleged violation
involves abuser results in serious
bodily injury
4) 24 hours if the alleged violation
does not involve abusenddoes not
result in serious bodily injury.

Results of all investigations of alleged
violations within 5 working days of the
incident

* - Reporting requirements under this regulation are based on real (clock) time, not business

hours

Refer to the CEPathways for Abuse (Form CM&0059) and Neglect (Form CM20130) and

the Investigative Protocols for tags F602 and F603.

Key Elements of Noncompliance

To cite

deficient

practice

at F609, t he

facility failed to do any one or more of the following:

surve
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1 Identifya situation as an alleged violation involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown source and misappropriation of resident
property;

1 Report immediately aalleged violation involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown source and misappropriation of resident
property to the administrator of the facility and to other officials, including to the State
survey and certifigtion agency and adult protective services in accordance with State
law; or

1 Report the results of all investigations within 5 working days to the administrator or
his/her designated representative and to other officials in accordance with State law
(including to the State survey and certification agency)

F610
8483.12(c) In response to allegations of abuse, neglect, exploitation, or mistreatment, the
facility must:

§483.12(c)(2) rave evidence that all alleged violations are thoroughly investigated.

§483.12(c)(3) revent further potential abuse,neglect, exploitation, or mistreatmentwhile
the investigation is in progress.

8483.12(c)(4) Repothe results of all investigations to the administrator or his or her
designated representative and to otheofficials in accordance with State law, including to
the State SurveyAgency,within 5 working days of the incident, and if the alleged violation
is verified appropriate corrective action must be taken.

INTENT
The facility must take the following actionsresponse to an alleged violation of abuse, neglect,
exploitation or mistreatment:
1 Thoroughly investigate the alleged violation;
1 Prevent further abuse, neglect, exploitation and mistreatment from occurring while the
investigation is in progress; and
1 Take appropriate corrective action, as a result of investigation findings.

NOTE: Refer to F609 for the requirement to report the findings of the investigation within 5
working days.

GUIDANCE

Facilitydéds I nvestigation of All eged Violation
For all alleged violations of abuse, neglect, exploitation, misappropriation of resident property,
exploitation, and mistreatment, including injuries of unknown source, the surveyor reviews

whether the facility maintains evidence that all alleged violations am®tighly investigated.

There is no specific investigation process that the facility must follow, but the facility must

thoroughly collect evidence to allow the Administrator to determine what actions are necessary

(if any) for the protection of resident®epending upon the type of allegation received, it is

expected that the investigation would include, but is not limited to:
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1 Conducting observations of the alleged victim, including identification of any injuries as
appropriate, the location where the @djed situation occurred, interactions and
relationships between staff and the alleged victim and/or other residents, and
interactions/relationships between resident to other residents;

1 Conducting interviews with, as appropriate, the alleged victimraptesentative,
alleged perpetrator, witnesses, practitioner, interviews with personnel from outside
agencies such as other investigatory agencies, and hospital or emergency room
personnel;

1 Conducting record review for pertinent information relatedne &lleged violation, as
appropriate, such as progress notes (Nurse, social services, physician, therapist,
consultants as appropriate, etc.), financial records, incident reports (if used), reports
from hospital/emergency room records, laboratory -wayxreports, medication
administration records, photographic evidence, and reports from other investigatory
agencies.

Even if an alleged violation was reported to law enforcement as a reasonable suspicion of a
crime committed against a resident, the facitityst still conduct its own internal investigation

to the extent possible, in consultation with the law enforcement authoriitgn v

enforcement is contacted the facility must not impede the investigation and must maintain any
potential evidence (e.g:lothing, linens, etc.) as instructed by law enforcement. It has been
reported that some investigations were impeded dueasiing linens or clothing, destroying
documentation, bathing or cleaning the resident before the resident has been examined, or
failure to transfer a resident to the emergency room for examination including obtaining a rape
kit, if appropriate.

Prevention
Depending on the nature of the alleged violation, the facility must immediately put effective
measures in place to ensure thather potential abuse, neglect, exploitation, or mistreatment
does not occur while the investigation is in process
Examples of instances where the facility failed to provide protections include, but are not limited
to:
1 The alleged perpetrator continsi¢o have access to the alleged victim and/or other
vulnerable residents;
Retaliation occurs against a resident who reports an alleged violation;
A resident who continually fondles other residents is moved to another unit, where he/she
continues to exhibthe same behaviors to other residents;
1 A resident with a history of striking is left unsupervised with a resident who has been
targeted in the past and/or other residents; and
1 The facility conducts an inadequate investigation and ceases temporary resident
protection measures that were implemented as a result of the alleged violation.

T
T

Examples of measures to protect residents include, but are not limited to:
1 Monitoring of the alleged victim and other residents at risk, such as conducting
unannounced manageent visits at different times and shifts;
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1 Evaluation of whether the alleged victim feels safe and if the he/she does not feel safe,
taking immediate steps to alleviate the fear, such as a room relocation, increased
supervision, etc.;

1 Immediate assessmaeaitthe alleged victim and provision of medical treatment as
necessary;

T I mmedi ate notification of the alleged vict
party;

1 Removal of access by the alleged perpetrator to the alleged victim and assurance that
ongoing safety and protection is provided for the alleged victim and, as appropriate,
other residents;

1 Notification of the alleged violation to other agencies or law enforcement authorities;
and

1 Whether administrative staff, including the administratomenaformed and involved as
necessary in the investigation.

Corrective Actions

As a result of a facilitybds investigation, if
appropriate corrective action to protect residents. The facility should oversee the implementation

of corrective action and evaluate whether it is effectWhile some corrective actions may be

limited in scope, facilities should determine whether more systemic actions may be necessary to
prevent recurrence of the situation. In addititme Quality Assessment & Assurance committee
should monitor the gorting and investigation of the alleged violations, including assurances

that residents are protected from further occurrences and that corrective actions are

implemented as necessary.

Refer to the CE Pathways for Abuse (Form CM2®059) and Neglect (ForrctMS-20130) and
the Investigative Protocols for tags F602 and F603.

KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F610, the surve
facility failed to doany one or more of the following:

1 Initiate an investigation of an alleged violationadfuse, neglect, exploitation,
misappropriation of resident property, exploitation, and mistreatment, including injuries
of unknown sourcegr
Complete a thorough investigation of the alleged violatamn;

Maintain documentation that an alleged violation was thoroughly investigated;

Prevent further potential abuse, neglect, exploitation, or mistreatment while the

investigation of an alleged violation is in progress;

9 Take corrective action followingn investigation of an alleged violation, if the allegation
was verified.

= =4 =

F620
8483.15(a) Admissions policy.
8483.15(a)(1) The facility must establish and implement an admissions policy.

8483.1%a)(2) The facility mustd
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(i) Not request orequire residents or potential residents to waive their rightsasset
forth in this subpart and in applicable state, federal or local licensing or certification
laws, including but not limited to their rightto Medicare or Medicaid; and

(i) Not requestor require oral or written assurance that residents or potential residents
are not eligible for, or will not apply for, Medicare or Medicaid benefits.

(iif) Not request or require residents or potential residents to waive potential facility
liability for | osses of personal property.

8483.1%a)(3) The facility must not request orrequire a third party guarantee of payment to

the facility as a condition of admission or expedited admission, or continued stay in the

facility. However, the facility may requestand require a resident representativeho has

|l egal access to a residentédés income or resour
contract, without incurring personal financial liability, to provide facility payment from

the resi denrésduscesi ncome or

8483.1%a)(4) In the case of a person eligible for Medicaid, a nursing facility must not
charge, solicit, accept, or receive, in addition to any amount otherwise required to be paid
under the State plan, any gift, money, donation, or other consideration as a preconaiti of
admission, expedited admission or continued stay in the facility. Howevér,
() A nursing facility may charge a resident who is eligible for Medicaid for items and
services the resident has requested and received, and that are not specified in the
St ate plan as included in the term 6bédnur sin
gives proper notice of the availability and cost of these services to residents and does
not condition the residentés admission or
receipt of such additional services; and
(i) A nursing facility may solicit, accept, or receive a charitable, religious, or
philanthropic contribution from an organization or from a person unrelated to a
Medicaid eligible resident or potential residentbut only to the extent that the
contribution is not a condition of admission, expedited admission, or continued stay
in the facility for a Medicaid eligible resident.

§483.1%a)(5) States or political subdivisions may apply stricter admissions standards
under State or local laws than are specified in this section, to prohibit discrimination
against individuals entitled to Medicaid.

8483.1%a)(6) A nursing facility must disclose and provide to a resident or potential resident
prior to time of admission, niice of special characteristics or service limitations of the facility.

8483.1%a)(7) A nursing facility that is a composite distinct part as defined in 8 483.5 must
disclose in its admission agreement its physical configuration, including the variouations
that comprise the composite distinct part, and must specify the policies that apply to room
changes between its different locations under paragraph (c)(9) of this section.

DEFINITIONS/ACRONYMS
AComposite distinct padt A composite distinct part is a distinct part consisting of two or more
noncontiguous components that are not located within the same camghet, tesm isdefined
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in 8413.65(a)(2) of this chapteAdditional requirements specific to SNF/NF composgérdtt
parts are found a§483.5.

AiCampu®: Campus is defined in 8413.65(a)(2) and means the physical area immediately
adjacent to the providerds main buildings, ot
contiguous to the main buildings but acedted within 250 yards of the main buildings, and any

other areas determined on an individual case basis, by the CMS regional office, to be part of the
providerds campus.

ADistinct parto: A distinct part SNF or NF is physically distinguishable fromlénger

institution or institutional complex that houses it, meets the requirements of this paragraph and

of paragraph (b)(2) of this section, and meets the applicable statutory requirements for SNFs or

NFs in sections 1819 or 1919 of the Act, respectivelyistinct part SNF or NF may be

comprised of one or more buildings or designated parts of buildings (that is, wings, wards, or

floors) that are: In the same physical area immediately adjacent to the institution's main

buildings; other areas and structuge¢hat are not strictly contiguous to the main buildings but

are located within close proximity of the main buildings; and any other areas that CMS

determines on an individual basis, to be part of the institution's campus. A distinct part must

include allof the beds within the designated area, and cannot consist of a random collection of

i ndividual rooms or beds that are scattered t
parto also includes a composit eaemagrnitsof i nct part
paragraph (c) of this section. Additional requirements specific to SNF/NF distinct parts are

found at 483.5.

GUIDANCE

8483.15(a)(1) and (2) Admissions Policy/Preconditions of Admission

All facilities must establish and implement a policy digi@s addressing resident admission to

the facility. First, the admissions policy must comply with the provisions at 8483.15(c)(1) which
stipulate the limited conditions for transfer or discharge. The provisions at §8483.15i (®)(2)
further prohibitthe waiver of certain rights and preconditions for admission to, and continued
stay in the facility. Additionally, under 88483.15(a){)), the admissions policy must identify
information that must be disclosed to residents and potential resideciisasunotice of special
facility characteristics, any service limitations of the facility, if applicable. Additionally, it
requires that the facilityés admission agreem
composite distinct part locationand must specify the policies that apply to room changes in a
composite distinct part (see additional guidance below). The facility must also have a process
for how it will disclose required information to residents and potential residents.

Theprovisiors at §88483.15(a)(2)(i) and (iprohibit both direct and indirect request residents

or potential residents to waive any rights under the LTC requirements and under applicable
federal, state, local licensing or certification laws, including baoit limited to thewvaiver of

rights to Medicare or Medicaid. A direct request for waiver, for examlald require

residents to sign admissions documents explicitly promising or agreeing not to apply for
Medicare or Medicaid. An indirect request fasiwerwouldinclude,for examplerequiring the
resident to pay private rates for a specified period of time, such astwog/gaispr i vat e
duration of stay contracto) before Medicai

pay
d w
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Facilities must not seek or receive any kind of assurances that residpntential residentare
not eligible for, or will not apply for, Medicare or Medicaid benefits.

Lastly, residents must not be asked to waive facility responsibility for the lttesrgiersonal

property or be unable to use personal property because it is only permitted in the facility if
safeguarded by the facility in a manner that makes the property essentially inaccessible to the
resident. These waivers effectively take awaytikes i dent s6 ri ght to use p¢
relieve facilities from their responsibility
property. Compliance requires facilities to develop policies and procedures to safeguard

resi deohabb pessessions without effectively pr:
possessions. This provision is not intended to make facilities automatically liable for every loss
regardless of whether or not the facility is aware of the extent of persaaény brought into

the facility. Examples of reasonable facility policies may include 1) establishing a process to
document high value personal property (particularly cash, valuables, and medical/assistive

devices) brought in by residents; and 2) estdlohig a process to work with residents and their
representatives/family to ensure safety as well as availability to the resident of cash and/or items

over a certain dollar value, including medical/assistive devices. For concerns related to whether
thefacii ty takes reasonable care to protect each
residentds right to be free from misappropria
Environment and F602, 8483.12 Misappropriation of Resident Property.

8483.15((3) Third Party Guarantee of Payment

The facilitymustnotrequest orequire a thirgbarty to accept personal responsibility for paying

the facility bill out of his or her own fundss a condition of admission, expedited admission, or
continued stay inhie facility Howeverthe facility may request and require a resident
representative with | egal access to the resid
anduse t he r e orothe asseGospayrfoo careas authorized by lawThe facility

may request and require this representative to sign a contract, without incurring personal
l'iability, to provide the facilit Athvdiparth pay me
guarantee is not the same as a third party paygr,an insurance company; and this provision

does not preclude the facility from obtaining information about Medicare or Medicaid eligibility

or the availability of private insurance. The prohibition against+{bardy guarantees applies to

all resicents and prospective residents in all certified long term care facilities, regardless of

payment source.

8483.15(a)(4)(i) and (ii), Medicaid Preconditions for Admission

Therequirements at 8483.15(a)(4)(i) and @pplyonly toindividuals eligible forMedicaid and

therefore tdMedicaid certified nursing facilitie€\NFs) or duallycertified SNF/NFs

Facilities may not charge for any service tha
s e r v whicle aebequired to be provided as part of thagly rate(See also §483.10(f)(11)(i))

Facilities may not accept additional payment from residents or their families as a prerequisite to
admission or to continued stay in the facility. Additional payment inc|udéss not limited to,

deposits fron residentsvho are eligible for Medicaior their families, or any promise to pay

private rates for a specified period of time.
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NOTE: This regulation does not preclude a facility from charging a deposit fee to, or requiring
a promissory note from, an individual whose stayatscovered by Medicaid. In instances

where the deposit fee is refundable and remains as funds of the rabieléatjlity must have a
surety bond that covers the deposit ameufee also §483.10(f)(10)(vi)).

A nursing facility is permitted to charge an applicant or resiftergervices, while his or her
Medicaid eligibility is pendingThis charge may bia the form of a deposit prior to admission
and/or payment after admissioSubject to the rules of the State in which the facility is located,
Medicaid eligibility will be made retroactive up to 3 months before the month of application if
the applicant woul have been eligible had he or she applied in any of the retroactive months.

NOTE: A resident cannot be discharged for nonpayment while their Medicaid eligibility is
pending (See F622, Transfer and Discharge Requirements).

In addition, the nursing fadiy must accept as payment in full the amounts determined by the

state for all dates the resident was both Medicaid eligible and a nursing facility resident.

Therefore, a nursing facility that charged a recipient for services between the first month of

eligibility established by the state and the date notice of eligibility was received is obligated to

refund within 30 days from receipt of funds from a third party pagaoy payments received for

that period |l ess the state's determination of
that same period. A nursing facility must prominently display written information in the facility

and provide explanation tgplicants or residenis a manner they can understaabout

applying for Medicaid, including how to use Medicaid benefits, and how to receive refunds for
previous payments covered by such benefits.

Under the poseligibility process, if the residemthois eligible for Medicaichas income and is
required to make a monthly payment to the nursing facility (which is a portion of the Medicaid
payment amount), then the nursing facility is permitted to retain the amount it is legally owed.
However, the nursmfacility must not charge any administrative fees.

A nursing facility may charge a beneficiamyno receives Medicaifor a service the beneficiary
has requested and receivedly if:
T That service is not definedservice; t he State p
T The facility informs the resident and the
not a covered service to allow them to make an informed choice regarding the fee; and
T The residentds admissi on or resoenttsrequeséind st ay
and receiving that service.

8483.15(a)(5) State/Local Jurisdiction Admission Standards
Surveyors are expected to refer to state and/or local laws and regulations on admissions
standards to prohibit discrimination against individsantitled to Medicaid as applicable.

8483.15(a)(6) Facility Special Characteristics

Facilities may choose to offer specialized care or services, such as a rehabilitation, dementia, or
a mechanical ventilation unit. To enable potential residents and resident representatives to make
informed decisions in choosing a facility for admissiawilities must inform residents and
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resident representatives and potential residents or representatives of any special characteristics
or service limitations the facility may have prior to admission. For example, a facility may have
a religious affiliation that guides its practices and routines which must be communicated to any
potential resident.

Likewise, if a facility has limitations in the type of medical care it can provide, this information
must be communicated prior to admission. For exampleeiheed for a specific type of care or
service becomes necessary, knowledge of service limitations may make the need for transfer or
discharge more predictable and understandable for the resident and/or his or her representative.

Disclosure of facilityspecial characteristics does not relieve a facility of its responsibility to
provide required nursing and other services for which it is licensed and certified to provide. To
see the required services, refer to sections 1819(a) and 1819(b)(4)(A), &inds&819(a) and
1919(b)(4)(A) of the Act.

8483.15(a)(7)Composite Distinct Part

If a facility does not have a composite distinct part, this provision does not dpfiigre are
concerns as to whether or not a facility meets the requirements fonposite distinct part
according to8483.5(c) consult with the CMS Regional Office for clarification.

Prior to admission, facilities that have areas that meet the definition of a composite distinct part
must disclose in their admission agreements to eessd
T A description of the facilityds physical
part that comprise the composite distinct part.
1 Policies governing room changes between its different locations.

NOTE: If there is a deficiency specific e requirement at 8483.10(g)(15), do not cite at
8483.10(g)(15), F580, but cite here at F620, regarding admission policies.

INVESTIGATIVE PROTOCOL

Objectives

The objectives of this protocol are to determine whether the facility has failed to complyewith
regulations at 88483.15(a)(1)(7) above, regarding admission policies and payment.

Use
Use this protocol when concerns regarding admissions procedures arise during record review,
interviews and/or in response to complaints.

PROCEDURES
Record Reiews
Review the facility admissions package, including admissions policies, and contracts to
determine if they contain any of, but not limited to, the following:
1 Requirements or requests for residents to waive:
o their rights to current or futurenrollment in Medicare or Medicaid
o claims of liability against the facility for loss of personal property
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1 Requirements or requests for a third party guarantee of payment as a condition of
admission or expedited admission.

1 Requirements for payment for sees which are covered under Medicaid as a condition
of admission, or continued stay.

In addition, if the facility has any special characteristics or service limitations, review the
admissions package to determine if they are and have been disclosed to residents and their
representative prior to admission. For composite distinct partifes] determine if the facility
discloses and has disclosed its various locations that make up the composite distinct parts and its
policies for room changes between its different locations.

For concerns regarding a facility charging for services timaty be covered by the State
Medicaid plan, surveyorare expected teeview State covered services. Compare with the list
of items for which the facility charges to determine if the facility is charging for covered
services.

Interviews
Ask resident andfaheir representative if there were any preconditions or requirements for
admission, such as a third party guarantee of payment, or requests for gifts, money, donations or
other considerations.
Ask resident and/or their representative if there were ahgrgireconditions or requirements,
or limitations in care that they did not expect or know about prior to admission.
Ask resident and/or their representative if they were required to waive:
1 Their rights to Medicare or Medicaid, or future enrollment irhert and/or
1 Claims of liability against the facility for loss of personal property.

Interview staff about information that is provided to potential residents to help them make
informed decisions.

F621

8483.15(b)Equal access to quality care.

8§483.15(b{1) A facility must establish, maintainand implemenidentical policies and
practices regarding transferand discharge,as defined in 8483.and the provision of
services for all individuals regardless of source of paymentpnsistent with §483.10(a)(2)

§483.15(b{2) The facility may charge any amount for services furnished to nerMedicaid
residentsunless otherwise limited by state law acdnsistent with the notice requirement in
§483.10(0)(18)(i) and (g)(4)(describing the charges; and

§483.15(b(3) The State is not required to offer additional services on behalf of a resident
other than services provided in the State plan.

8483.15(c)(9) Room changes in a composite distinct part. Room changes in a facility that is a
composite distinct grt (as defined in § 483.5) are subject to the requirements of § 483.10(e)(7)
and must be limited to moves within the particular building in which the resident resides,



Effective November 28, 2017

unless the resident voluntarily agrees to move to another of the composite distirnctar
locations.

DEFINITIONS

AComposite Distinct Patt A composite distinct part is a distinct part consisting of two or more
noncontiguous components that are not located within the same campus, as defined in
8413.65(a)(2) of this chapteAdditionalrequirements specific to SNF/NF composite distinct
parts are found at §483.5.

ACampu®: Campus is defined in 8413.65(a)(2) and means the physical area immediately
adjacent to the providerdéds main buildings, ot
contiguous to the main buildings but are located within 250 yards of the main buildings, and any
other areas determined on an individual case basis, by the CMS regional office, to be part of the
providerds campus.

ADistinct Partd: A distinct part SNF oNF is physically distinguishable from the larger

institution or institutional complex that houses it, meets the requirements of this paragraph and
of paragraph (b)(2) of this section, and meets the applicable statutory requirements for SNFs or
NFs in seabns 1819 or 1919 of the Act, respectively. A distinct part SNF or NF may be
comprised of one or more buildings or designated parts of buildings (that is, wings, wards, or
floors) that are: In the same physical area immediately adjacent to the instisutia

buildings; other areas and structures that are not strictly contiguous to the main buildings but
are located within close proximity of the main buildings; and any other areas that CMS
determines on an individual basis, to be part of the institigioampus. A distinct part must

include all of the beds within the designated area, and cannot consist of a random collection of
individual rooms or beds that are scattered t
parto al so i n cdtincidparsthatameeatsaha pdalisonal requirgments of

paragraph (c) of this section. Additional requirements specific to SNF/NF distinct parts are
found at 483.5.

INTENT
To ensure residents are treated equally regarding transfer, discharge, and theqoro¥is
services, regardless of their payment source.

GUIDANCE

All services, including but not limited nursing services, specialized rehabilitative services,
behavioral health servicespcial services, dietary servicesd pharmag services, or activities

that are mandated by the law must be provided to residents accortlieg todividual needs,

as determined by assessments and care plans.
services means that facilities must notidguish between residents based on their source of
payment when providing services that are required to be provided under the law.

Notice Requirements for Changes to Medicare/Medicaid Coverage

Facilities must inform each resident in writing beforeabadmission, and periodically during

their stay, such as when a change in coverage
associated costs. The facility may charge any amount for services furnished kéeodlcaid
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residents unless otherwisenited by state law. Section 483.10(f)(11) and F571 provide
additional information regarding services and charges for which a facility may or may not
charge the resident. Pursuant to 8483.10(g)(18)(i) and F582, the facility must provide notice of
changesn coverage for services to residents as soon as is reasonably possible.

Facility Requirements Regarding Room Changes in a Composite Distinct Part

If a facility does not have a composite distinct part this provision does not dpfitgre are
concerrs as to whether or not a facility meets the requirements for a distinct or composite
distinct part of a larger institution or institutional complex, consult with the CMS Regional
Office for clarification.

Room changes within either a composite distinct SAIF or a distinct part SNF are subject to
the requirements at A483.10(e)(7) and F560,

\W

transfer/room change. For concerns regarding

room change, refer to 483)(e)(7) and F560.

PROBES
Determine if residents are grouped in separate wings or floors for reasons other than care needs,
and if the quality of care is different between the different wings/floors
Ask nursing home administrator, social worker, charge nurses, unit managers, and/or Director
of Nursing:

1 What factors led to decisions to place residents in different wings or floors (or locations

if a SNF composed of composite distinct parts)?
1 Do factas other than medical and nursing needs affect where residents are placed?

Ask representatives of the Office of t8tate LongTerm Care Ombudsmantliey have
information that could indicate tHacility treats residents differently in transfer, disgeand
covered services based on source of payment.

If concerns arise regarding equal access to care, ask the resident or representative:

1 Were there any changes to care or services when their payor source changed, for
example did they notice fewer stafadable to meet their needs when their payor source
was due to change or had changed?

Did the resident receive notice of changes in charges for services?
Were they asked to move or were they moved to a different location in the building when
their payorsource changed?

= =

F622
§483.1%c) Transfer and discharge
8483.1%c)(1) Facility requirements
() The facility must permit each resident to remain in the facility, and not transfer or
discharge the resident from the facility unlesd
(A) Thetransferordi scharge i s necessary for
resident 6s needs cannot be met in
B)The transfer or discharge is approp
improved sufficiently so the resident no longer needs the services pided by
the facility;
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(C) The safety of individuals in the facility is endangeredlue to the clinical or
behavioral status of the resident;

(D) The health of individuals in the facility would otherwise be endangered;

(E) The resident has failed, aftereasonable and appropriate notice, to pay for (or to
have paid under Medicare or Medicaid) a stay at the facilityNonpayment
applies if the resident does not submit the necessary paperwork for third party
payment or after the third party, including Medica or Medicaid, denies the claim
and the resident refuses to pay for his or her stegr a resident who becomes
eligible for Medicaid after admission to afacility, the facility may charge a
resident only allowable charges under Medicaid; or

(F) The facility ceases to operate.

(i) The facility may not transfer or discharge the resident while the appeal is pending,
pursuant to 8 431.230 of this chapter, when a resident exercises his or her right to
appeal a transfer or discharge notice from the facility nguant to § 431.220(a)(3) of
this chapter, unless the failure to discharge or transfer would endanger the health or
safety of the resident or other individuals in the facility. The facility must document
the danger that failure to transfer or discharge wial pose.

§483.1%c)(2) Documentation.
When the facility transfers or discharges a resident under any of the circumstances
specified in paragraphs(c)(1)(i)(A) through (F) of this section,the facility must ensure that
the transfer or discharge is documeed int h e r e seéeddatrecordasid appropriate
information is communicated to the receiving health care institution or provider.
(i) Documentation in the residentds medical
(A) The basis for the transfer per paragragl)(1)(i) of this section.
(B) In the case of paragraph (c)(1)(i)(A) of this section, the specific resident need(s)
that cannot be met, facility attempts to meet the resident needs, and the service
available at the receiving facility to meet the need(s).
(i) The documentationrequired by paragraph (c)(2)(i) of this sectionust be made by
(A)The residentés physician when transfer or
paragraph (c) (1) (A)or (B) of this section; and
(B) A physician when transfer or discharge $ necessary under paragraph
(c)(1)(1)(C) or (D) of this section.
(i) Information provided to the receiving provider must include a minimum of the
following:
(A) Contact information of the practitioner responsible for the care of the resident.
(B) Residat representative information including contact information
(C) Advance Directive information
(D) All special instructions or precautions for ongoing care, as appropriate.
(E) Comprehensive care plan goals;
(F) All other necessary information, includinga opy of the residentos
summary, consistent with 8483.21(c)(2) as applicable, and any other
documentation, as applicable, to ensure a safe and effective transition of care.
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INTENT

To specify the limited conditions under which a skilled nurkdity or nursing facility may
initiate transfer or discharge of a resident, the documentation that must be included in the
medical record, and who is responsible for making the documentation. Additionally, these
requirements specify the information timatist be conveyed to the receiving provider for
residents being transferred or discharged to another healthcare setting.

DEFINITIONS
fiFacility-initiated transfer or discharge: A transfer or discharge which the resident objects to,

did not originatethro gh a resi dent ds verbal or written

r

the residentds stated goals for care and pref

fiResidentinitiated transfer or dischargé: Means the resident or, if appropriate, the resident
representative has providegrbal or written notice of intent to leave the facility (leaving the
facility does not include the general expression of a desire to return home or the elopement of
residents with cognitive impairment).

AiTransfer and Discharge: Includes movement ofrasident to a bed outside of the certified
facility whether that bed is in the same physical plant or not. Transfer and discharge does not
refer to movement of a resident to a bed within the same certified facility. Specifically, transfer
refers to the mvement of a resident from a bed in one certified facility to a bed in another
certified facility when the resident expects to return to the original facility. Discharge refers to
the movement of a resident from a bed in one certified facility to a laewther certified

facility or other location in the community, when return to the original facility is not expected.

GUIDANCE

NOTE: The provisions at 88483.15(c)(1)and (2){i), only apply to transfers or discharges
that are initiated by théacility, not by the resident. Section 483.15(c)(2)(iii) applies to both
facility and resident initiated transfers (for information required at discharge, refer to F661,
Discharge Summary).

These regulations limit the circumstances under which a facdityinitiate a transfer or
discharge, thus protecting nursing home residents from involuntary discharge.

In the following limited circumstances, facilities may initiate transfers or discharges

1. The discharge or transfer is necessary for the residérs wel f are and t he

me et the residentds needs.

f

€

22.The residentbdés health has i mproved sufficie
care and/or services of the facility.

3.The residentds clini cal)eondangdrsahe aafety ofr a | stat
individuals in the facility.

4. The residentdés clinical or behavioral stat

of individuals in the facility.
5. The resident has failed, after reasonable and appropriate notigaytoor have paid
under Medicare or Medicaid, for his or her stay at the facility.
. The facility ceases to operate.

(o2}
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Surveyors must ensure that for discharges related to circumstances 1, 3, or 4 above, the facility

has fully evaluated the resident,athidb e s not base the discharge on
time of transfer to the acute care facility. See additional guidance at F626, 8483.1,5(e)(1)
PermittingResidents to Return. Faciliigitiated transfers and discharges must meet all transfer
anddischarge requirements at 88483.15(cH13).

Section 483.15(c) (1) (i) provides that AThe f a
facility, and not transfer or discharge the r
once admittedfor most residents (other than shstay rehabilitation residents) the facility

becomes the residentodos home. Facilities are

to care for the residents they admit. Therefore, facilities should not eesidents whose needs

they cannot meet based on the Facility Assessment. (See F838, Facility Assessment). There may
be rare situations, such as when a crime has occurred, that a facility initiates a discharge
immediately, with no expectation of thedegint 6 s r et ur n.

Resideninitiated transfers or discharges occur when the resident or, if appropriate, his/her
representative has given written or verbal no
expression of a general desire or goaléturn to home or to the community or the elopement of

a resident who is cognitiveiynpaired should not be taken as a notice of intent to leave the

facility.

Discharges following completion of skilled rehabilitation may not always be a resiigated
discharge. In cases where the resident may not object to the discharge, or has not appealed it,
the discharge could still be involuntary and must meet all requirements of this regulation.

Surveyors must determine whether a transfer or dischargssidant or facilityinitiated. The

medi cal record should contain documentation o
representativeds verbal or written notice of
documented discussions with tlesident or, if appropriate, his/her representative, containing

details of discharge planning and arrangements forplistharge care (See F660, Discharge

Planning Process, and F661, Discharge Summary). Additionally, the comprehensive care plan
shoudcomt ain the residentds goals for admission
alignment with the discharge if it is residenitiated.

If a surveyor has concerns about whether a residlgtiated transfer or discharge was actually
a facility-initiated transfer or discharge, the surveyor should investigate further through
interviews and record review.

NOTE: In reviewing complaints for facility ni t i at ed di scharges that dc
right to return following a hospitalization or thgpautic leave, surveyors would review both

transfer and discharge requirements because the situation begins as a transfer and then changes

to a discharge when the facility decides it will not permit the resident to return.

If transfer is due to a significan c hange i n the residentds condi't
requiring an immediate transfer, then prior to any action, the facility must conduct and

document the appropriate assessment to determine if revisions to the care plan would allow the
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facilitytonreet the residentds needs. (See A483.20(!
assessment upon significant change.)

A residentédés declination of treatment does no
facility is unable to meet the needslud tesident or protect the health and safety of oth€he

facility must be able to demonstrate that the resident or, if applicable, resident representative,
received information regarding the risks of refusal of treatment, and that staff conducted the
appropriate assessment to determine if care plan revisions would allow the facility to meet the
resident needs or protect the health and safety of others.

Nonpayment as Basis for Discharge
Nonpayment for a stay in the facility occurs when:
1 The resident &s not submitted the necessary paperwork for third party (including
Medicare/Medicaid) payment; or
1 After the third party payor denied the claim and the resident refused to pay.

It is the responsibility of the facility to notify the resident of their change in payment status, and

the facility should ensure the resident has the necessary assistance to submit any third party
paperwork. In situations where a resident representatasefailed to pay, the facility may

discharge the resident for nonpayment; however, if there is evidence of exploitation or

mi sappropriation of the residentds funds by t
notify the appropriate authoritedn t he resi dent ds behalf, before
For a resident who becomes eligible for Medicaid after admission to a facility, the facility may

charge a resident only allowable charges under Medicaid. Additionally, conversion from a

private @y rate to payment at the Medicaid rate does not constitutgoagment.

Emergent Transfers to Acute Care
Residents who are sent emergently to the hospital are considered-fadiktiyed transfers
because the residentdés return is generally ex

Residents who are sent to the emergency rommtbe permitted to return to the facility, unless

the resident meets one of the criteria under which the facility can initiate discharge. In a

situation where the facility initiates discharge while the resident is in the hospital following

emergency transfe, t he facility must have evidence tha
or her condition at the time of transfer) meets one of the criteria at 88483.15(c)(i)(A) through

(D).

483.15(c)(1)(ii) Discharge pending appeal

When a resident choosesappeal his or her discharge from the facility, the facility may not

di scharge the resident while the appeal I's pe
application is denied but appealed, the resident is not considered to be in nonpawtusnt s

Thus, an appeal suspends a finding of nonpayment. Appeal procedures vary by State.

If the resident, or if applicable, their representative, appeals his or her discharge while in a
hospital, facilities must allow the resident to return pending @ggpeal, unless there is
evidence that the facility cannot meet the re
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danger to the health or safety of the resident or others in the facility. If there are concerns

related to a tfiacn Itihatdsi tdedcdaenmrmatnameet a resi de
assess whether the facility has admitted resi
to not permit a resident to return whinbte an a
be based on the residentds condition when ori

Required Documentation

To demonstrate that any of the cirmcumstances permissible for a facility to initiate a transfer or
discharge as specified ini16 above have occurred, the medical record must show
documentation of the basis for transfer or discharge. This documentatisinbe made before,

or as close as possible to the actual time of transfer or discharge.

For circumstances 1 and 2 above for permissible facililtfated transfer or discharge, the
resi dent omustg@gobuynent idfarnaation about the basis ferttnsfer or discharge.
Additionally, for circumstance 1 above, the i
documentation made bythee si dent 6 s ipcudgesi ci an must

1 The specific resident needs the facility could not meet;

1 The facility efforts taneet those needs; and

1 The specific services the receiving facility will provide to meet the needs of the resident

which cannot be met at the current facility.

In circumstances 3 and 4 above, documentation regardingeds®n for the transfer or
dischargemust be provided by a physician, not necessarily the attending physician.

NOTE: Documentation of the transfer or discharge may be completed by-physitian
practitioner (NPP) in accordance with State law.

Information Conveyed to Receivingrovider
The regulations at 8483.15(c)(2)(iii) address information that must be conveyed to the receiving
provider when a resident is transferred or discharged. The specific information which must be
conveyed depends upon whether the resident is traedf@@xpected to return), or is discharged
(not expected to return). If the resident is being transferred, and return is expected, the
following information must be conveyed to the receiving provider:
1 Contact information of the practitioner who was resgibte for the care of the resident;
1 Resident representative information, including contact information;
1 Advance directive information;
1 Special instructions and/or precautions for ongoing care, as appropriate, which must
include, if applicable, but are néitnited to:
o Treatments and devices (oxygen, implants, IVs, tubes/catheters);
0 Precautions such as isolation or contact;
o Special risks such as risk for falls, elopement, bleeding, or pressure injury and/or
aspiration precautions;
The resi dentekareplogogs;ad ensi v
Al |l information necessary to meet the resi
limited to:

== =
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0 Resident status, including baseline and current mental, behavioral, and functional
status, reason for transfer, recent vital signs;
o Diagnoses and allergies;
o0 Medications (including when last received); and
0 Most recent relevant labs, other diagnostic tests, and recent immunizations.
1 Additional information, if any, outlined in the transfer agreement with the acute care
provider (See 84830(j) for additional information).

NOTE: It may not be possible to convey all care plan information prior to urgent transfers,
however, this information must be conveyed as close as possible to the actual time of
transfer.

For residents being dischargdrkturn not expected), the facility must convey all of the

information listed above, along with required information found at 8483.21(c)(2) Discharge

Summary, F661Communicating this information to the receiving provider is one way the
facilitycanrede e t he ri sk of complications and adver s
to a new setting.

Facilities may choose their own method of communicating transfer or discharge information,

such as a universal transfer form or an electronic health resardmary, as long as the method

contains the required elements. The transferring or discharging facility may transmit the
information electronically in a secure manner
the receiving facility has the capagito receive and use the information. Communication of this
required information should occur as close as possible to the time of transfer or discharge.

INVESTIGATIVE PROTOCOL

Use the Critical Element (CE) Pathways for Community Discharge, or Hospftalizas
appropriate, along with the above interpretive guidelines when determining if the facility meets
the requirements for, or investigating concerns related to the facility transfer or discharge
requirements.

Summary of Investigative Procedure

Briefly review the most recent comprehensive assessment, comprehensive care plan, progress
notes, and orders to identify the basis for the transfer or discharge; during this review, identify

the extent to which the facility has developed and implementedentions to avoid
transferring or discharging the resident, 1in
and professional standards of practice. This information will guide observations and interviews

to be made in order to corroborate camnas identified. NOTE: Always observe for visual cues

of psychosocial distress and harm (see Appendix P, Guidance on Severity and Scope Levels and
Psychosocial Outcome Severity Guide).

F623
§483.1%c)(3) Notice before transfer.
Before a facility transfers or discharges a resident, the facility must
() Notify the resident and ther e s | depresentativgs) of the transfer or discharge
and the reasons for the move in writing and in a language and manner they
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understand. The facility must send a copyf the notice to a representative of the Office
of the State Longlerm Care Ombudsman.

(i) Record the reasondor the transfer or dischargée n  t h e medgalrecerdchin 0 s
accordance with paragraph (c)(2) of this secticend

(ii) Include in the notice the items described in paragraplic)(5) of this section.

§483.1%c)(4) Timing of the notice.

(i) Except asspecified in paragraphs(c)(4)(ii) and (c)(8)of this section, the notice of
transfer or discharge required under this section must be made byne facility at
least 30 days before the resident is transferred or discharged.

(i) Notice must be made as soon as practicable before transfer or discharge wben
(A) The safety of individuals in the facility would be endangered under paragraph

(c)(1)(1)(C) of this section;
(B) The health of individuals in the facility would be endangered, undeparagraph
(c)(1)(1)(D) of this section;

(C) The residentbdés health i mproves suffici

or discharge, under paragraph(c)(1)(i)(B) of this section;

(D) An i mmediate transfer or discharge
needs, under paragraph(c)(1)(i)(A) of this section; or

(E) A resident has not resided in the facility for 30 days.

§483.1%c)(5) Contents of the noticeThe written notice specified in paragraph(c)(3) of this
section must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;

(iif) The location to which the resident is transferred or discharged;

(iv) A statement aidhtstinbleingtle same, eddiess énaibnp e a |

email), and telephone number of the entity which receives such requests; and
information on how to obtain an appeal form and assistance in completing the form
and s1bmitting the appeal hearing request;

(v) The name, addresgmailing and email)and telephone number othe Office of the
StateLong-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual anddevelopmental disabilitiesor
relateddisabilities,the mailing and emailaddress and telephone number of the
agency responsible for the protection and advocacy of individuaisith
developmental disabilitieestablished under Part C of the Developmental Disabilities
Assistance and Bill of Riglis Act of 2000 (Pub. L. 108102, codified at 42 U.S.C.
15001 et seq.and

(vii) For nursing facility residents with a mental disorder or related disabilitigghe
mailing and emailaddress and telephone number of the agency responsible for the
protection and advocacy of individualswith a mental disordeestablished under the
Protection and Advocacy for Mentally Il Individuals Act.
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8483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to effecting the transfer or discharties facility
must update the recipients of the notice as soon as practicable once the updated information
becomes available.

8483.15(c)(8) Notice in advance of facility closure

In the case of facility closure, the individual who is the administratortbé facility must

provide written notification prior to the impending closure to the State Survey Agency, the
Office of the State Longrerm Care Ombudsman, residents of the facility, and the resident
representatives, as well as the plan for the transfedatequate relocation of the residents, as
required at § 483.70(]).

DEFINITIONS

AFacility-initiated transfer or dischargé: A transfer or discharge which the resident objects to,

did not originate through a residentds verbal
the residentds stated goals for care and pref

AResiderdinitiated transfer or dischargé: Means the resident or, if appropriate, the resident
representative has provided verbal or written notice of intent to leave the facility (leaving the
facility does not include the general expression of a desire to return home or the elopement of
residents wh cognitive impairment).

fiTransfer and Dischargé: Includes movement of a resident to a bed outside of the certified
facility whether that bed is in the same physical plant or not. Transfer and discharge does not
refer to movement of a resident tbed within the same certified facility. Specifically, transfer
refers to the movement of a resident from a bed in one certified facility to a bed in another
certified facility when the resident expects to return to the original facility. Discharge tefers
the movement of a resident from a bed in one certified facility to a bed in another certified
facility or other location in the community, when return to the original facility is not expected.

GUIDANCE

The requirements at 483.15(8)-(6) onlyapply to facilityinitiated transfers and dischargesot
residentinitiated transfers and discharges. This guidance will address the requirement to send a
notice in situations where the facility initiates a transfer or discharge, including discharges tha
occur while the resident remains in the hospital after emergency transfer.

Facility-initiated transfers and discharges generally occur when the facility determines it should

not, or cannot provide needed care or services to a resident in accordahdeé&p, Transfer

and Discharge Requirements. Whet her or not a
requirements at 483.15(c)(8%) apply whenever a facility initiates the transfer or discharge.

A residentinitiated transfer or discharges one in which the resident has provided written or

ver bal notice of their intent to | eave the fa
resident6s expression of a gener al desire to
resident who is cognitively impaired should not be taken as a notice of intent to leave. When a
resident initiates his or her transfer or discharge, the medical record should contain
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documentation or evidence of t haorwsmtsninotieent 6s o
of intent to leave the facility, a discharge care plan, and documented discussions with the

resident or if appropriate his/her representative, containing details of discharge planning, and
arrangements for postischarge care (See F66Discharge Planning Process). Additionally,

the comprehensive care plan should contain th
outcomes, which should be in alignment with the discharge if it is resident initiated. Therapeutic
leave is a type ofesidentinitiated transfer. However, if the facility makes a determination to

not allow the resident to return, the transfer becomes a fadailitiated discharge.

Notice of Transfer or Discharge and Ombudsman Notification

For facility-initiated transfe or discharge of a resident, the facility must notify the resident and
the residentds representative(s) of the trans
writing and in a language and manner they understand. Additionally, the facility mdst sen

copy of the notice of transfer or discharge to the representative of the Office of the State Long
Term Care (LTC) Ombudsman. The intent of sending copies of the notice to a representative of
the Office of the State LTC Ombudsman is to provide adarelgbion to residents from being
inappropriately discharged, provide residents with access to an advocate who can inform them
of their options and rights, and to ensure that the Office of the State LTC Ombudsman is aware
of facility practices and activitgerelated to transfers and discharges. Notice to the Office of the
State LTC Ombudsman must occur before or as close as possible to the actual time of-a facility
initiated transfer or discharge. The medical record must contain evidence that the naice wa
sent to the Ombudsman. While Ombudsman Programs vary from state to state, facilities must
know the process for ombudsman notification in their state.

Facility-Initiated Transfers and Discharges

In situations where the facility has decided to dischdlhgeresident while the resident is still
hospitalized, the facility must send a notice of discharge to the resident and resident
representative, and must also send a copy of the discharge notice to a representative of the
Office of the State LTC Ombudsmaotice to the Office of the State LTC Ombudsman must
occur at the same time the notice of discharge is provided to the resident and resident
representative, even though, at the time of initial emergency transfer, sending a copy of the
transfer notice to the ombudsman only needed to occur as soon as practicable as described
below.

For any other types of faciliyitiated discharges, the facility must provide notice of discharge

to the resident and resident representative along with a cofeafdtice to th©ffice of the

State LTC Ombudsman at least 30 days prior to the discharge or as soon as possible. The copy
of the notice to the ombudsman must be sent at the same time notice is provided to the resident
and resident representative.

Emergency TransfersWhen a resident is temporarily transferred on an emergency basis to an
acute care facility, this type of transfer is considered to be a fadaiiifiated transfer and a

notice of transfer must be provided to the resident and residprésentativas soon as

practicable, according to 42 CFR 483.15(c)(4)(ii)(D). Copies of notices for emergency transfers
must also still be sent to the ombudsman, but they may be sent when practicable, such as in a list
of residents on a monthly basis.
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Residentlnitiated Transfers and Discharges

A residentinitiated transfer or discharge means the resident or, if appropriate, the resident
representative has provided verbal or written notice of intent to leave the facility. The medical

record mustcontai documentation or evidence of the res
verbal or written notice of intent to leave thefacilitfyh i | e a resi dent 6s expr e
desire or goal to return home or to the community or the elopement of a testiters

cognitively impaired should be taken into consideration for the purposes of discharge planning

and community placement, it should not be taken as notice of intent to leave the facility and does

not constitute a resideimitiated transfer or discarge. For residentinitiated transfers or

discharges, sending a copy of the notice to the ombudsman is not required because the notice
requirement does not apply to residémtiated transfers or discharges.

Surveyors must determine whether a transfer or discharge is resident or findiigtted. The

medi cal record should contain documentation o
representativebds verbal or wiadidchamecara glan,iamde o f
documented discussions with the resident or, if appropriate, his/her representative, containing
details of discharge planning and arrangements forjoistharge care (See F660, Discharge

Planning Process, and F661, Dischargem®nary). Additionally, the comprehensive care plan
should contain the residentés goals for admis
alignment with the discharge if it is residenitiated. If a surveyor has concerns about whether

a residendinitiated transfer or discharge was actually a facHitjtiated transfer or discharge,

the surveyor should investigate further through interviews and record review.

Contents of the Notice
The facilityosthefaddvingg e must iinclude
1 Thespecificreasonfor thetransfer ordischargeincluding the basis per
88483.15(c)(1) () (AXF);
The effective date of thigansfer ordischarge;
The location to which the resident is totbensferred ordischarged,;
An explanation of the right to appeal to the State
The name, address (mail and email), and telephone number of the State entity which
receives appeal hearing requests;
Information on how to request an appeal hearing;
Information on obtaining assistance in completing and submitting the appeal hearing
request;and
1 The name, address, and phone number afeghieesentative of the Office of tBtate
Long-Term Care ombudsman.

= =4 -8 -9
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For residents with intellectual ardkevelopmentatlisabilities and/or mental illnesghe notice
must includghe namemail ande-mail addresssand phone number of tlsate protection and
advocacyagency responsible for advocating for thespulations.

Timing of the Notice
Generally, this notice must be provided at least 30 days prior toatieer ordischarge
Exceptions to the 3@ay requirement apply when thransfer or dischargés effected because:
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T The resident s wel fare is at risk, and hi
emergency transfer to an acute care facility); or
1 The health osafety of others in the facility indangered.

In these cases, the notice must be provided as soon as practicabigice to the ombudsman
in these situationsan be sent when practicable, such as a list of residents on a monthly basis.

Changes tahe Notice

If information in the notice changehke facility must update the recipients of the notice as soon
as practicable with the new information to ensure that residedttheir representativeare

aware of and can respond appropriatétgr significant changes, such as a change in the
destination, a new notice must be given that clearly describes the change(s) and resets the
transfer or discharge date, in order to provide 30 day advance notification.

Notice in Advance of Facility Closure:
Refer to 483.70(l), F845 for guidance related to evaluating Notice in Advance of Facility
Closure.

F624

§483.15¢)(7) Orientation for transfer or discharge.

A facility must provide and document sufficient preparation and orientation to residents to
ensue safe and orderly transfer or discharge from the facility.This orientation must be
provided in a form and manner that the resident can understand.

DEFINITIONS

ATransfer and Discharge: Includes movement of a resident to a bed outside of the certified
facility whether that bed is in the same physical plant or foansfer and discharge does not
refer to movement of a resident to a bed within the same certified facility. Specifically, transfer
refers to the movement of a resident from a bed in ondiegfiacility to a bed in another

certified facility when the resident expects to return to the original facibigcharge refers to

the movement of a resident from a bed in one certified facility to a bed in another certified
facility or other locatim in the community, when return to the original facility is not expected.

GUIDANCE

The guidance at this tag generally addresses the immediate orientation and preparation
necessary for a transfer, such as to a hospital emergency room or therapeutichease w
discharge planning is not required because the resident will return, or for an emergent or
immediate discharge where a complete discharge planning process is not practicable.

For concerns related to how the facility plan
and safety needs, as well as their preferences and goals in circumstances which permit a
complete discharge planning process, please refer to F660, Dischaageiiry.

Sufficient preparatiomnd orientatiormeans the facility informs the resident where he or she is
going, and takes steps under its contraghtoimize anxiety
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Examples of preparation and orientation may include explaining to a resident why they are

going to the emergency room or other location or leaving the facility; working with family or
residentdos representative t oneadedsouregeestedbgthe t he
resident) are not left behind or lost; and ensuring that staff handle transfers and discharges in a
manner that minimizes anxiety or depression and recognizes characteristic resident reactions
identified by etandcareplandent 6s assessm

The facility must orient and prepare the resident regarding his or her transfer or discharge in a

form and manner that the resident can understand. The form and manner of this orientation and
preparation must take into consideratiocfa or s t hat may affect the re
understand, such as educational level, language and/or communication barriers, and physical

and mental impairments. The facility must also document this orientation in the medical record,
including theresient 6s understanding of the transfer or

Other tags for consideration would be:

1 F622, Transfer and Discharge Requirements, specifically the clinical information that
must be conveyed to the receiving provider, if the transfer or discharganstioer
healthcare setting; and

1 F843, Transfer Agreement, for concerns related to timely transfer to the acute care
facility.

PROCEDURES

1 Review nursing notes and any other relevant documentation to see if appropriate
orientation and preparation of thesident prior to transfer and discharge has occurred.

1 Through record review and interviews, determine if the resident received sufficient
preparation prior to transfer or discharge, and if they understood the information
provided to them.

1 Weretheresidan6s needed/ requested possessions tr:
location?

9 Ask resident or his or her representative if they understand why the transfer or discharge
occurred.

F625
8483.15¢) Notice ofbed-hold policy andreturnd

8483.1%d)(1) Notice before transfer. Before a nursing facility transfers a resident to a
hospital or the residentgoeson therapeutic leave, the nursing facility must provide written
information to the resident or resident representativihat specifie®
(i) The duration of the statebed-hold policy, if any, during which the resident is
permitted to return and resume residence in the nursing facility;
(i) The reserve bed payment policy in the state plan, under 8 447.40 of this chapter, if any;
(i) Thenursingfaci | i t y6s p ol thold peredsrwhichanustibe nogsisterd d
with paragraph (e)(1 )of this section, permitting a resident to return;and
(iv) The information specified in paragraphej(1) of this section.
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8§483.1%d)(2) Bedhold notice upon transfer. At the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing facility must provide to the resident anthe
resident representativeritten notice which specifies the duration of the beéhold policy
described in paragraph(d)(1) of this section.

INTENT

To ensure that resi dent s-holdars reseevel bed payment glicyo f  a
before and upon transfer to a hospital or when taking a therapeutic leave of absence from the
facility.

DEFINITIONS
fiBedholdo: Hol di ng or reserving a residentds bed wt
for therapeutic leave or hospitalization.

fiReserve Bed Paymemt Payments made by a State to the facility to hold a bed during a
resident 6s t empoursiagfaciitabsence from a n

ATherapeutic Leave: Absences for purposes other than required hospitalization.

GUIDANCE
Notice of BedHold Policy
Al | facilities must have policies that addres

such as during hospitalization or therapeutic leave. Additionally, facilities must provide written
information about these policies to residents prior to apdn transfer for such absences. This
information must be provided to all facility residents, regardless of their payment source.

Theseprovisionsrequirefacilities to issudwo notices related to bdubld policies. The first
notice could be given wieh advance of any transfere., information provided in the admission
packet. Reissuance of the first notice would be required if theHmd policy under the State

plan or the facilityds policy were to change.
The second notice must be providetitbe r esi dent |, and i f applicabl
representative, at the time of transfer, or in cases of emergency transfer, within 24 hours. Itis

expected that facilities wild!@ document mul tip

cases whe the facility was unable to notify the representative.

The notice must provide information to the resident that explains the duration-bblagdf any,

and the reserve bed payment policy. It should also address permitting the return of residents to
the next available bed.

When a resident residing in a skilled nursing facility under Medicare is hospitalized or takes
therapeutic leave, Medicare will not pay to hold the bed. Facility policies may allow the resident
to pay privately to hold his or héed. While the provisions of this requirement specifically
address bedhold under Medicaid law, facilities must make all residents aware in writing of their
policies related to holding beds during absences from the facility.
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NOTE: Residents natovered by Medicare or Medicaid, may be permitted to privately provide
reserve bed payments.

Medicaid law requires each state Medicaid plan to addresshioddi policies for hospitalization

and periods of therapeutic leave. State plans vary in paymeatébduration of bedholds.
However, federal regulations do not require states to pay nursing facilities for holding beds
while the resident is away from the facility. In general, the State plan sets the length of time, if
any, that the state will pay ehfacility for holding a bed for a Medicaligible resident. It is the
responsibility of the survey team to know the-beldl policies of their State Medicaid plan.

Additionally,8483.15 (e)(1) and F62@quire facilities to permit residents to retutmthe
facility immediately to the first available bed in a sevate room.

As stated above, participating facilitynustprovide notice to its residentsid if applicable,
their representative@ f t h e f -ddiptliciesasétpulakeé ¢ each St ateds p
notice must be providgatior toand uportransferand must include information on how long a
facility will hold the bed, how reserve bed payments will be made (if applicable), and the
conditions upon which the resident woulture to the facility. These conditions are:

1 The resident requires the services which the facility provides; and

1 The resident is eligible for Medicare skilled nursing facility services or Medicaid nursing

facility services.

Bedhold for days of absenceenx c e s s o f 4hdiddimitSstcansiderédsnorbcevdred
service which means that the resident could use his/her own income to pay fortivddbed
However, if a resident does not elect to pay to hadcbr herbed,the resident will be permétl
to returnto the next available bedpnsistent with the requirements at §483.15(e)

The provision at 8483.15(d)(1)(ii) references regulations for Medicaid Payments for Reserving
Beds in Institutions (A447. 40)thanreghinech st ate 0
hospitalization (which cannot be anticipated
care. o This means that therapeutic | eave of
for care, be assessed by the comprehensivesmsses and incorporated into the comprehensive

care plan, and cannot be a means of involuntarily discharging the resident.

INVESTIGATIVE PROTOCOL

Use the Critical Element (CE) Pathways for Community Discharge, or Hospitalization, as
appropriate, alongvith the above interpretive guidelines when determining if the facility meets
the requirements for, or investigating concerns related to the facility requirements fbolaed

Summary of Investigative Procedure

If concerns arise regarding notice of bldld, reviewthe medical record for evidence of

whether a notice of beldold was provided both (1) prior to and (2) upon transfer. Look for
documentation such as a copy of the dated notice(s), progress notes, transfer checklist(s), or

other evidence thahe notice was givenAdditionally, ask to review facility policies on bed

hold Review the facilityds admi s+aldosgivepatc ket t o d
admission. If not, determine how the facility notifies residents prior to transfer.
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Askt he resi dent, or i f applicable, the r-esident
hold notice and unddpslityalhnbt, determinefhawvcthe facilityy 6 s b e d

notifies residents of this information prior to transfer.

F626

§483.1%e)(1) Permitting resident to return to facility.

A facility must establish and follow a written policyon permitting residents to return to the
facility after they are hospitalized or placed on therapeutic leave. The policy must provide for
the fdlowing.

() A resident, whose hospitalization or therapeutic leave exceeds the Heold period
under the State plan,returns to the facility to their previous room if available or
immediately upon the first availability of a bed in a semiprivate room if the
residentd
(A) Requires the services provided by the facility; and
(B) Is eligible for Medicare skilled nursing facility services dMedicaid nursing

facility services.

(i) If the facility that determines that a resident who was transferred with aneotption
of returning to the facility, cannot return to the facility, the facility must comply with
the requirements of paragraph (c) as they apply to discharges.

8483.15(e)(2) Readmission to a composite distinct part. When the facility to which a néside
returns is a composite distinct part (as defined in § 483.5), the resident must be permitted to
return to an available bed in the particular location of the composite distinct part in which he
or she resided previously. If a bed is not available in tlatation at the time of return, the
resident must be given the option to return to that location upon the first availability of a bed
there.

INTENT

To ensure that facilities develop and implement policies that addredsobdnd return to the
facility for all residents. Specifically, residents who are hospitalized or on therapeutic leave are
allowed to return for skilled nursing or nursing facility care or services. In situations where the
facility intends to discharge the resident, the facility mostgly with Transfer and Discharge
Requirements at 8483.15(and the resident must be permitted to return and resume residence
in the facility while an appeal is pending.

DEFINITIONS
fiBedholdo: Hol di ng or reserving a residentodos bed
for therapeutic leave or hospitalization.

AComposite Distinct Patt A composite distinct part is a distinct part consisting of two or more
noncontiguous componentsattare not located within the same campus, as that term is defined
in 8413.65(a)(2).Additional requirements specific to SNF/NF composite distinct parts are found
at 8483.5.

ACampu®: Campus is defined in 8413.65(a)(2) and means the physicairaneadiately
adjacent to the providerdés main buildings,

ot
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contiguous to the main buildings but are located within 250 yards of the main buildings, and any
other areas determined on an individual case basish&y°CMS regional office, to be part of the
providero6s campus.

fAiDistinct Partd: A distinct part SNF or NF is physically distinguishable from the larger

institution or institutional complex that houses it, meets the requirements of this paragraph and

of paragraph (b)(2) of this section, and meets the applicable statutory requirements for SNFs or

NFs in sections 1819 or 1919 of the Act, respectively. A distinct part SNF or NF may be

comprised of one or more buildings or designated parts of buildings (thaihigs, wards, or

floors) that are: In the same physical area immediately adjacent to the institution's main

buildings; other areas and structures that are not strictly contiguous to the main buildings but

are located within close proximity of the mairilbimgs; and any other areas that CMS

determines on an individual basis, to be part of the institution's campus. A distinct part must

include all of the beds within the designated area, and cannot consist of a random collection of
individual roomsorbeds hat are scattered throughout the p
parto also includes a composite distinct part
paragraph (c) of this section. Additional requirements specific to SNF/NF distinct parts are

foundat 483.5.

ATherapeutic Leave: Absences for purposes other than required hospitalization.

GUIDANCE 8§483.15 (e)

Facilities must develomnd implemenpoliciesfor bedhold andpermiting residentgo return
following hospitalization or therapeutic leavéhese policies must address how the facility will
allow residents to return when their hospitalization or therapeutic leave has exceeded-the bed
hold period allowed by the State Medicaid plan. Duration of and payimebéedhold for

residents eligible for Medicaid vary by State. The policy must also address how residents who
pay privately, or receive Medicare, may pay to reserve their bed.

NOTE: These requirements also apply to a resident who was receiving Medic¢hieltime of
his or her hospitalization, and returns needing skilled nursing (Medicare) care or services.

Residents must be permitted to return to their previous room, if available, or to the next
available bed in a sengrivate room, providing the regent:

9 Still requires the services provided by the facility; and

1 Is eligible for Medicare skilled nursing facility or Medicaid nursing facility services.

Medicaideligible residents must hesrmitted to returrio the first available bed even if the
residents have outstanding Medicaid balances.

Composite Distinct Part

If a facility does not have a composite distinct part this provision does not dpgigre are
concerns as to whether or not a facility is appropriately certified as a distirciraposite
distinct part, consult with the CMS Regional Office for clarification.
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When a resident is returning to a composite distinct part, he/she must be allowed to return to an
available bed in the particular location of the composite distinct panthich he/she resided
previously, or the next available bed in that location.

Not Permitting Residents to Return

Not permitting a resident to return following hospitalization or therapeutic leave requires a
facility to meet the requirements for a facHitytiated discharge as outlined in 8483.15(c)(2)(ii).
A facility must not discharge a resident unless:

1. The discharge or transfer is necessary f
meet the residentds needs.

2. The r esiidpeoned sufficiently solthatithe tesadent no longer needs the

services of the facility.

3. The residentds clinical or behavioral st
facility.

4 . The residentds cl i ni c a&dlthobindividualbiather or a l st
facility.

5. The resident has failed to pay for (or to have paid under Medicare or Medicaid) his or her
stay at the facility.
6. The facility ceases to operate.

For concerns related to a facility not permitting a residentetoirn, the surveyor should
investigate to determine if the basis for discharge meets one of the requirements above (See
F622, 8483.15(c)(1)(ii)).

As noted at 483.15(c)(2)(i)(B), when the facility transfers or discharges a resident for the
residdrftabe,weor because the residentds needs ¢
record must contain documentation of the specific resident needs that cannot be met, facility
attempts to meet those needs, and the service available at the receivingttaailéet the needs.

Resident decisions to refuse care should not be considered a basis for transfer or discharge

unl ess the refusal poses a risk to the reside
situations where wase ecsardendrdst chadt mentt opoeds
othersé health or safety, the comprehensive <c

declined, the risk the declination poses to the resident, and efforts by the interdisciplinary team
to educate the resident and the representative, as appropriate (See F656, 483.21(b)(1)(ii),
Comprehensive Care Plans.)

I f unable to resolve situations where a resid
ot her s & h e &dfacilityadministsatioh, aursing and medical director may wish to

convene an ethics meeting, which includes legal consultation, in order to determine if the facility
can meet the residentds needs, or i f the resi

If a facility does not permit a resident who went on therapeutic leave to return, the facility must
meet the requirements for a facitityitiated discharge at F622. Because the facility was able to
care for the resident prior to therapeutic leave, documentatitata@ to the basis for discharge
must clearly show why the facility can no longer care for the resident.
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Additionally, facilities must not treat situations where a resident goes on therapeutic leave and
returns later than agreed upon, as a residintiated discharge. The resident must be permitted
to return and be appropriately assessed for angfiiécts from being away from the facility

longer than expected, and provide any needed medications or treatments which were not
administered because they weng of the building. If a resident has not returned from

therapeutic leave as expected, the medical record should show evidence that the facility
attempted to contact the resident and resident representative. The facility must not initiate a
discharge utess it has ascertained from the resident or resident representative that the resident
does not wish to return.

A facility may have concerns about permitting a resident to return to the facility after a hospital
stay due to t he rveoslicahdition abtke timd of transferaThe facitity b e h a
must not evaluate the resident based on his or condition when originally transferred to the
hospital. If the facility determines it will not be permitting the resident to return, the medical
record slould show evidence that the facility made efforts to:

1 Determine if the resident still requires the services of the facility and is eligible for
Medicare skilled nursing facility or Medicaid nursing facility services.

1 Ascertain an accurate status ofthee s i d e nt 8 this carobe dccomplishad via
communication between hospital and nursing home staff and/or through visits by nursing
home staff to the hospital.

1 Find out what treatments, medications and services the hospital provided to improve the
res dent 6s condition. | f the facility is wun
and services, the facility may not be abl e
initiating a discharge. For example, a resident who has required 1V mezhaait
frequent blood monitoring while in the hospital and the nursing home is unable to
provide this same level of care.

f Work with the hospital to ensure the resid
nursing homeds s co0peyassessnweatrpeortoiospisae d on i ts
discharge. For example, the nursing home could ask the hospital to:

o Attempt reducing a residentds psychotropi
monitor symptoms so that the nursing home can determine whether it will ke able
meet the residentds needs upon retur n;

o Convert IV medications to oral medications and ensure that the oral medications
adequately address the residentds needs.

If the facility determines the resident will not be returning to the facility, the fanilitst notify

the resident, his or her representative, and the LTC ombudsman in writing of the discharge,
including notification of appeal rights. If the resident chooses to appeal the discharge, the

facility must allow the resident to return to his or h@om or an available bed in the nursing

home during the appeal process, unl ess there
endanger the health or safety of the resident or other individuals in the facility.

For concerns regarding notificationdfi schar ge, and the residentads
discharge, refer to the regulation and guidance at §8483.15(3{8F623).
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INVESTIGATIVE PROTOCOL

Use the Critical Element (CE) Pathways for Community Discharge, or Hospitalization, as
appropriate, almg with the above interpretive guidelines when determining if the facility meets
the requirements for, or investigating concerns related to the facility requirements to permit
residents to return following hospitalization or therapeutic leave.

Summary ofinvestigative Procedure

If concerns arise regarding facility failure to permit a resident to rettemiewthe medical

record for evidence of whether a notice of transfer and discharge and noticelobloedere
provided. Determine the basis for discparand how the facility evaluated the resident. The
surveyor may have to obtain hospital records for further investigation. Review any other
documentation necessary to ascertain the extent to which the facility made efforts to enable the
resident to rettn.

In cases where a facility did not allow a resident to return due to lack of an available bed, the
surveyor should review facility admissions beginning with when the resident was ready to return
to determine if residents with similar care needs haen laeimitted. Additionally, if the facility

does not readmit the resident due to risk to the health or safety of individuals in the facility, the
surveyor should review documentation for how the facility made this determination.

KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F626, the surveyor's investigation will generally show that the
facility failed to:
1 Establish and/or implement a policy that is in accordance with the State Medicaid plan,
and addresses returning to the facilibflowing hospitalization or therapeutic leave; or
T Ensure that residents whose hospitalizatio
hold period are returned to their previous room and/or the first available bed in a semi
private room; or
1 Ensure (fo a resident not permitted to return) the medical record and notification
contain a valid basis for discharge; or
1 Permit a resident to return to the same composite distinct part in which they previously
resided.

DEFICIENCY CATEGORIZATION

In addition to actual or potential physical harm, always consider whether psychosocial harm has
occurred when determining severity level (See Appendix P, Section IV, E, Psychosocial Outcome
Severity Guide).

Examples of Severity Level 4 Necompliance: Immediate Jeopardy to Resident Health or
Safety include, but are not limited to:
1 Facility failed to allow a resident to return following therapeutic leave to a family

member 6s home, resulting in the resirdent b
shelter. The medical record did not contain evidence of a valid basis for discharge, and
there was no evidence of discharge planning This was-cebsenced and also cited at
F622, Transfer and Discharge Requirements, 8483.15(c)(1), and F660, Ojschar
Planning Process, §483.21(c)(1).
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1 Facility failed to allow a resident to return following a hospitalization. The medical
record did not accurately evaluate the res
prior to the transfer as the basis fdischarge. This was croseferenced and also cited
at F622, Transfer and Discharge Requirements, 8483.15(c)(1).

Examples of Severity Level 3 Noncompliance: Actual Harm that is not Immediate Jeopardy
include, but are not limited to:

1 Facility failed toallow a resident to return to a bed in the same composite distinct part in
which they resided previously. The new | o
resulting in the resident expressing sustained and persistent sadness and withdrawal.

1 Facility failed to allow a resident to return to the nursing facility, following a
hospitalization that exceeded the Hemld policy (and state plan). The facility
discharged the resident on the basis of being unable to meet his needs. The survey team
was able toverify that the facility had accepted residents with similar conditions during
the timeframe that the resident was ready to return. This resulted in the resident being
sent to another facility which wassin a | o
family. The resident expressed feelings of depression and loneliness.

An example of Severity Level 2 Noncompliance: No Actual Harm with Potential for More
Than Minimal Harm that is Not Immediate Jeopardy includes, but is not limited to:

1 Facility failed to allow a resident to return to his/her previous room (even though it was
available) upon return from the hospital, which resulted in no more than minimal harm
as the resident adjusted to the new room. This noncompliance has the ptaerdisde
more than minimal psychosocial harm.

An example of Severity Level 1 noncompliance: No actual harm with potential for minimal
harm includes, but is not limited to:

1 A facility which is a composite distinct part permitted a resident to returovioll
hospitalization or therapeutic leave, however, the resident returned to a different location
in the composite distinct part even though a bed was available in the same location
where the resident had resided prior to transfer. The resident dikpotss displeasure
with the situation.

F635

8483.20(a) Admission orders

At the time each resident is admitted, the facility must have physician orders for the
residentds i mmedi ate care.

INTENT 8§483.20(a)
To ensure2achresident receives necessary care and senvjo&s admission

GUIDANCE 8§483.20(a)

APhysician orders f or iamioewrbadrdess facidysafbneatoe t h o
provide essential care to the resident, consi
upon admissioro the facility These orders should, at a minimum, include dietagdications
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(if necessary) and routinecdreo mai nt ain or i mprove the reside

can conduct a comprehensive assessment and develop an interdisciplinary care plan.

F636

8483.20 Resident Assessment

The facility must conduct initially and periodically a comprehensve, accurate,

standardi zed reproduci ble assessment of each

8483.20(b) Comprehensive Assessments

8483.20(b)(1) Resident Assessment Instrument. A facility must make a comprehensive
assessment of atrengiéssgoalselife hidiosy amd @referencassing the
resident assessment instrument (RAI) specified bgMS. The assessment must include at
least the following:

() Identification and demographic information

(i) Customary routine.

(iif) Cognitive patterns.

(iv) Communication.

(v) Vision.

(vi) Mood and behavior patterns.

(vii) Psychological weltbeing.

(viii) Physical functioning and structural problems.

(ix) Continence.

(x) Disease diagnosis and health conditions.

(xi) Dental and nutritional status.

(xii) Skin Conditions.

(xiii) Activity pursuit.

(xiv) Medications.

(xv) Special treatments and procedures.

(xvi) Dischargeplanning.

(xvii) Documentation of summary information regarding the additional assessment
performed on the care areas triggered by theompletion of the Minimum Data Set
(MDS).

(xviii) Documentation of participation in assessment. The assessment process must
include direct observation and communication with the resident, as well as
communication with licensed and nonlicensed direct cataff members on all shifts.

8483.20(b)(2) When required. Subject to the timeframes prescribed in 8413.343(b) of this
chapter, a facility must conduct a comprehensive assessment of a resident in accordance
with the timeframes specified in paragraphs (b})(i) through (iii) of this section. The
timeframes prescribed in 8413.343(b) of this chapter do not apply to CAHs.

(i) Within 14 calendar days after admission, excluding readmissions in which there is no
significant change i nentalltcanditiore @dr puegosesioE phy s
this section, fireadmi ssiono means a retur
absence for hospitalization or therapeutic leave.)

*k%

(ii)Not less than once every 12 months.

i
n
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INTENT 8483.20(b)(1)(2)(i)&(iii)

To ensure that theesident Assessment Instrum@Al) is used in accordance with specified
format and timeframedn conducting comprehensive assessments as parbafjaimg process
throughwhich thefacility identifieseachr e s i g@referén@es andoals of carefunctionaland
healthstatus, strengths and needs, as well as offering guidance for further assessment once
problems have been identified.

DEFINITIONS 8483.20(b)(1)(2)(i)&(iii)

AMinimum Data Seb: TheMinimum Data SefMDS) is part of the U.S. federally mandated
process for clinical assessment of all residents in Medicare or Meeleatdied nursing homes.

It is a core set of screening, clinical and functional status elements, including common
definitions and codingategories, which forms the foundation of a comprehensive assessment.

fiCare Area Assessment (CAA) Process a process outlined in Chapter 4 of the MDS manual
designed to assist the assessor to systematically interpret the information recorded @8the M
Once a care area has been triggered, nursing home providers use current, elidsede

clinical resources to conduct an assessment of the potential problem and determine whether or
not to care plan for it. The CAA process helps the clinician to focwk®y issues identified

during the assessment process so that decisions as to whether and how to intervene can be
explored with the resident. This process has three components:

1 Care Area Triggers (CATsare specific resident responses for one or a coation of
MDS elements. The triggers identify residents who have or are at risk for developing
specific functional problems and require further assessment.

1 Care Area Assessment (CAM) the further investigation of triggered areas, to determine
if the carearea triggers require interventions and care planning.

1 CAA Summary(Section V of the MDS) provides a location for documentation of the care
area(s) that have triggered from the MDS, the decisions made during the CAA process
regarding whether or not to poeed to care planning, and the location and date of the
CAA documentation.

AComprehensive Assessmeritcludes the completion of the MDS as well as the CAA process,
followed by the development and/or review of the comprehensive care plan. Comprehensive
MDS assessments include Admission, Annual, Significant Change in Status Assessment and
Significant Corection to Prior Comprehensive Assessment.

AiResident Assessment Instrument (RAKonsists of three basic components: the Minimum

Data Set (MDS) version 3.0, the Care Area Assessment (CAA) process and the RAI utilization
guidelines. The utilizationofttee component s of the RAI yields
functional status, strengths, weaknesses, and preferences, as well as offering guidance on further
assessment once problems have been identified.

AUtilization Guideline® provide instructiongor when and how to use the RAI. The Utilization
Guidelines are also known as the Lehgrm Care Facility Resident Assessment Instrument 3.0
User 6s Manual
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GUIDANCE 8483.20(b)(2)(2(i)&(iii)

Each facility must usthe RAI specified by CM@whichincludes the MDS, utilization guidelines

and the CAASs) to assesschresident. The facility is responsible for addressing all needs and
strengths of residents regardless of whether the issue is included in the MDS or CAAs. The

scope of the RAldoesnotdi t t he facilityds responsibility
by the resident.

The information required in 8483.2Q(Ib)(i-xviii) is incorporated into the MDS, which forms the
coreof the RAI processAdditional assessment information is alsthgaed using triggeredare
Area Assessment€AAs) after the completion of the comprehensive MDS

The facility is expected to use resident observation and communication as the primary source of
information when completing the RAI. In additionrexordreview,direct observation and

communication with the resident, the facilityistuse a variety of other sources, including

communication with licensed and nrboensed staff members on all shifts and may include

di scussions with tthe rmesidemit fanElynpednpesgox ¢ @that | v e
outside consultants.

At a minimum, facilities are required to complete a comprehensive assessment of each resident
within 14 calendar days after admission to the facility, when there is a signiflcange in the
residentodos status and not | ess than once ever
guidance, not less than once every 12 months means within 366 days.

For additional requirements regarding a Significant Change in Status swees, see
8483.20(b)(2)(ii).

If a comprehensive assessment was completed, any time prior to a temporary absence for
hospitalization or a leave of absence, and upon return to the facility, the resident does not meet

the criteria for a Significant Change in Status Assessment (SCSiefiraed in8483.20(b)(2)(ii),

a comprehensive assessment is not requirBdr example, a resident had a comprehensive
assessment completed within 14 days of admission, four months later was hospitalized, then
returned to the facility. Uponreturntotheaci | i ty, the residentds st a
for a SCSA, therefore a comprehensive assessment is not required.

For additional information on assessment scheduling and completion requirements, see Chapter

2 of the LongTerm Care Facilty Redient Assessment I nstrument 3.0
the LTCF RAI hips:EAwwd.ems.iov/Medizdre/Qitgtinitiatives-Patient
Assessmerihstruments/NursinghomeQualitylnits/MDS30RAIManual.html

The facility mustusethe RAI procest develop a&omprehensiveare plan, to provide the
appropriate care and services for each resident, and to modify th@araend care/services
based on the residentdés status.

PROBES §483.20(b)(1)(2)(i)&(iii)
1 Did the facility complete a comprehensive assessmsing theCMSspecified RAI
process, within the regulatory timeframes (i.e. withirddgsafteradmission and at least


https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursinghomeQualityInits/MDS30RAIManual.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursinghomeQualityInits/MDS30RAIManual.html
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annually)for each resident in the sample

1 Is there evidencm the clinical record thathe facility gatherednd analyzed
supplemental informatiobased on the triggered CAAsior to developing the
comprehensiveare planFor reference a list of CAAs fsund in Section V of the MDS
(Care Area Assessment Summary).

1 Is there evidence of resident and/or resident representative participation in the
assessment process? Examples include participating in the resident interviews,
providing information about preferences or discharge goals.

1 Ask licensed and nditensed directare staff if they participate in the resident
assessment process.

1 Does the facility have a system in place to assure assessments are conducted in
accordance wth the specified timeframes for each resident?
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8483.20(b)(2)(ii) Within 14 days after the facility determines, or should have determined,

that there has been a significant change in t
purpose ofthissect i on, a fAsignificant changed means &

t he r esi dentlbnstnanabytregodve itseif @ithoutviurther intervention by

staff or by implementing standard diseaseelated clinical interventions, that has an impat

on more than one area of the residentds healt
or revision of the care plan, or both.)

INTENT 8483.20(b)(2)(ii)
To ensure that each resident who experiences a significant change in statnprghensively
assessed using the CMBecified Resident Assessment Instrument (RAI) process.

DEFINITIONS §483.20(b)(2)(ii)

ASignificant Chang®i s a maj or decl ine or i mprovement in
normally resolve itself withoumtervention by staff or by implementing standard diseakded
clinical interventions;- t me tNOEgSelFlifitngiswhem ot co

the condition will normally resolve itself without further intervention or by staff impienge

standard clinical interventions to resolve the condition.); 2) impacts more than one area of the
residentdéds health status; and 3) reqrires int
plan.Thi s does not changeimmedi atiel iyt gdosuéedquiwi ¢
physician of changes as required under 42 CFR 483.10(i)(14), F580.

ASignificant Change in Status AssessmdBCSAD is a comprehensive assessment that must
be completed when the Interdisciplinary Team (IDT) has détedhthat a resident meets the
significant change guidelines for either major improvement or decline.

AAssessment Reference Date (ARDY the specific end point for the lobkck periods in the
Minimum Data Set (MDS) assessment process. Thisblack period is also called the
observation or assessment period.
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GUIDANCE 8483.20(b)(2)(ii)

A SCSA including Care Area Assessments (CAAS) imucompleted within 14 days after a
determination has been made that a significan
occurred. This may be determined by compari so
recent comprehensive assessneentd most recent Quarterly asses:s:s
condition is not expected to return to baseline within 2 weeks. A SCSA is appropriate if there

are either two or more MDS areas of decline or two or more MDS areas of improvement or if the

IDT detemines that the resident would benefit from the SCSA assessment and subsequent care

plan revision. The facility should document in the medical record when the determination is

made that the resident meets the criteria for a Significant Change in Staassiest.

A Significant Change in Status MOEequiredwhen:
1 Avresidentenrolls in a hospice program; or
1 A resident changes hospice providers and remains in the facility; or
1 A resident receiving hospice services discontinues those services; or
1 A resident experiences a consistent pattern of changeseivigrtwo or moreareas of
decline ortwo or moreareas of improvement, from baseline (as indicated by comparison
of the residentds curr gequireddD®H.t us to t he mo

Examples of Decline include, but are not limited to:

T Res i dent-nakinglabilityi hasicltanged,;

1 Presence of a resident mood item not previously reported by the resident or staff and/or
an increase in the symptom frequency, e.g., increase in the nah#@eas where
behavioral symptoms are coded as being present and/or the frequency of a symptom
increases for items in Section E Behavior;

1 Changes in frequency or severity of behavioral symptoms of dementia that indicate
progression of the disease prosesnce last assessment;

1 Any decline in an ADL physical functioning area (at least 1) where a resident is newly
coded as Extensive assistance, Total dependence, or Activity did not occur since last
assessment and does not reflect normal fluctuationsinth i ndi vi dual 6s f un«

T Residentdés incontinence pattern changes or
catheter;

1 Emergence of unplanned weight loss problem (5% change in 30 days or 10% change in
180 days).

1 Emergence of a new pressure ulcer at 8ta@r higher, a new unstageable pressure
ulcer/injury, a new deep tissue injury or worsening in pressure ulcer status;

1 Resident begins to use a restraint of any type, when it was not used before;

1 Emergence of a condition/disease in which a residgotiged to be unstable.

Examples of Improvement include, but are not limited to:

1 Anyimprovement in ADL physical functioning area (at least 1) where a resident is newly
coded as Independent, Supervision, or Limited assistance since last assessmees and do
not reflect normal fluctuations in that 1in

91 Decrease in the number of areas where behavioral symptoms are coded as being present
and/or the frequency of a symptom decreases;
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1T Residentds decision making ability i mprove
1 Re s i dreontinénse pattern improves;

If there is only one changgeresident may still benefit from a SCSA as determined by the IDT or

as initiated by the resident based on changes in the care plan. It is important to remember that each
residentésusi guati omhe facility must document
record, for completing a SCSA that does not meet the criteria for completion.

The facility may not complete a SCSA until after a Comprehensive Admission assessment has
been completed.

A Significant Change in Status MDS is considered timely when:
1 The RN Assessment Coordinator signs the MDS as complete at section Z0500B &
V0200B2vy the 14 calendar dayafter the determinatiorthat a significant change has
occurred (determination date + 14 calendar days).

If aSCSAMDS is completedhe next annual assessmisrmiot due until 36@laysafter the
ARDof the significanthange instatusassessment.

NOTE: For information on assessment scheduling for the MDS, see Chapter 2afighe
Term Care Facility Resident Assessniastrument3.0Us e r 6 s LMlata theallTCF RAI
Us er 6 s higs:Avwway.cms.gov/Medicare/QualityitiativesPatientAssessment
Instruments/NursinghomeQualitylnits/MDS30RAIMariuahl

Circumstances when a change in resident statostisignificant include, but are not limited to:

1 Shortterm acute iliness, such as a mild fever secondary to a cold from which the IDT
expects the resident to fully recover.

1 Wellestablishedpredictable cyclical patterns of clinical signs and symptoms associated
with previously diagnosed conditions (e.g., depressive symptoms in a resident previously
diagnosed with bipolar disease would not precipitate a Significant Change Assessment).

1 Instance in which the resident continues to make steady progress under the current
course of care. Reassessment is required only when the condition has stabilized.

1 Instances in which the resident has stabilized but is expected to be discharged in the
immediate dture. The facility has engaged in discharge planning with the resident and
family, and a comprehensive reassessment is not necessary to facilitate discharge
planning.

PROBES8483.20(b)(2)(ii)
1 Did the facility identify, in a timely manner, those residents who experienced a
significantchangen statu®
1 Isthere documentation in the medical record when the determination was made that the
resident met the criteria for a Significant Change in Status Assessment?
1 Did the facility reassess residents who had a significant change in status, using3he
specified RAI, within 14 days after determining the change was significant?


https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursinghomeQualityInits/MDS30RAIManual.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursinghomeQualityInits/MDS30RAIManual.html
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8483.20(c) Quarterly Review Assessment

A facility must assess a resident using the quarly review instrument specified by the
State and approved by CMS not less frequently than once every 3 months.

INTENT 8483.20(c)
To assureeachresidents assessed using the standardized Quarterly Review assessment tool no
less than once every 3 ntba between comprehensive assessments

DEFINITIONS 8483.20(c)

fiQuarterly Review Assessmént s a n O8gRikd, oBcdmprehensive assessment that

must be completed at least every 92 days following the previous OBRA assessment of any type.

l't is used to track a residentds status bet we
indicatorsof gr adual change in a residentds status
Data Set (MDS) items appear on the Quarterly assessment.

GUIDANCE 8483.20(c)
At leastevery 92 dag, the facility shall review each resident with respect to those iDIS
specifiedin the CMSquarterly assessme(itiDS).

A Quarterly assessment is considered timely if:
1 The Assessment Reference Date (ARD) of the Quarterly Mid®iis 92 days(ARD
of most recent OBRA assessment +92 dafgs) the ARD of the previous OBRA
assessment (Quarterly, Admission, Annual, Significant Change in Status, Significant
Correction to Prior Comprehensive or Quarterly assessm&ND)
1 The MDS completion date (Item Z0500B) mustd&ater than14 days after the ARD
(ARD + 14 calendar days).

If theresident has experienced a significant change in status, the next quarterly review is due no
later thar8 months after the ARD of tHggnificant Changen StatusAssessment.

For informatioron assessment scheduling for the MDS, see Chapter 2 ladrigdermCare
FacilityResidenfAssessmerihstrumenB.0U s e Viabiusl.

Link to the LT CFhttgR:Aww.thssgav/iMedicdrvedQualimitlatives
PatientAssessmesihstruments/NursinghomeQualitylnits/MDS30RAIManual.html

NOTE: The Quarterly MDS does not require the completion of Care Assassments (CAAS).
However, the residentdés care plan must be rev
after each assessment as required at 8483.21(b)(2)(iii).

PROBES §483.20(c)
1 Doesthe facility assessesidents, using the CMspecified quartdy review assessmenmto
less than once every 3 monthsfween comprehensive assessif?ents


https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursinghomeQualityInits/MDS30RAIManual.html
https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/NursinghomeQualityInits/MDS30RAIManual.html

Effective November 28, 2017

1 Is there evidence of resident and/or resident representative participation in the assessment
process? Examples include participating in the resident interviewgrawitling information
about preferences or discharge goals.
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§483.20(d) Use

A facility must maintain all resident assessments completed within the previous 15 months

i n the resi deantudssthearastlts of tbe assesenoentsto devedoew and

revise the residentds comprehensive care plan

INTENT 8§483.20(d)
Facilities are required to maintain 15 months of assessmentdstelin e s i dent 6 s act i v
record.

GUIDANCE 8§483.20(d)

The requirement to maintain 15 months ofdataime r esi dent 6s amples i ve cl i
regardless of form of storage to Elinimum Data SetMDS) records, including th€are Area
AssessmerfCAA) SummaryQuarterly Assessment records, Identification Information and

Entry, Discharge and Reenfryacking Records and MDS Correction Requests (including

signed attestation). MDS assessmentsthest kept i n the residentods ac
months following the final completion ddte all assessments and correction requests. Other

assessnd types require maintaining themtime r esi dent 6s active clini
following:

1 The entry date for tracking records includineerery;and
1 The date of discharge or death for discharge and death in festlasds.

FacilitiesmaymaintainMDS dataelectronicallyregardles®f whetherthe entireclinical record
is maintainectlectronicallyandregardles®f whetherthefacility hasanelectronicsignature
process in place. This is atcordance with state and local law, and witésis authorized by
thelongt er m carmlic.aci | i tyods

Facilities that maintain their MDS data electronically and do not utilize an electrgmature

process must ensure that hard copies of the MDS assessment signature pages are foaintained
every MDS assessment conducted in tHK&sresiden
includesenoughinformationto identify theresidentandtype anddateof assessmeiinked with

the particul ar pages)essment ds signatur e

The informationyegardless of form of storage (i.e., hard copy or electronic), must be kept in
centralizedocationandmustbereadilyandeasilyaccessibleThisinformationmustbe

available to all professional staff members (including consultants) who need to tieeiew
informationin order to provide care to the resident. (This information must also be made readily
andeasily accessibl®r reviewby the StateSurveyagencyandCMS.) Residenspecific
informationmust also be available to the individual resident; if there are concerns, please refer
to F573.
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After the15-monthperiod,RAl informationmaybethinnedfrom theclinical recordandstored

in themedicalrecordsdepartmentprovidedthatit is easilyretrievablef requestedby clinical

staff, the State agency, GMS. NOTE: States may have more stringent requirements for this
process.

If there are concerns about how the results of the resident assessment are used to develop,
review and revisethee si dent 6 s ¢ o0 mp-SeeRBIA(b)RXKii), E6GdbT.e pl an
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§483.20(f) Automated data processing requirement

A483.20(f)(1) Encoding dat a. Within 7 days a
assessment, a facility must encode the followimgformation for each resident in the

facility:

(i) Admission assessment.

(i) Annual assessment updates.

(i) Significant change in status assessments.

(iv) Quarterly review assessments.

(WA subset of items upon a r esanddeatht 6s tr ansf
(vi) Background (facesheet) information, if there is no admission assessment.

A483.20(f)(2) Transmitting dat a. Within 7 da
assessment, a facility must be capable of transmitting to the CMS Systenfiadrmation for

each resident contained in the MDS in a format that conforms to standard record layouts

and data dictionaries, and that passes standardized edits defined by CMS and the State.

8483.20(f)(3) Transmittal requirements. Within 14 days after dacility completes a
residentds assessment, a facility must electr
complete MDS data to the CMS System, including the following:

(lAdmission assessment.

(i) Annual assessment.

(iii) Significant change in status assssment.

(iv) Significant correction of prior full assessment.

(v) Significant correction of prior quarterly assessment.

(vi) Quarterly review.

(vii) A subset of items upon a residentodos tr

(viii) Background (face-shee} information, for an initial transmission of MDS data on

resident that does not have an admission assessment.

8483.20(f)(4) Data format. The facility must transmit data in the format specified by CMS
or, for a State which has an alternate RAI approvedy CMS, in the format specified by the
State and approved by CMS.

INTENT 8483.20(f)(24)
To ensure that facilities have provided resident specific information for payment and quality
measure purposes.
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To enable a facility to better moniteachr e s i sdieciiné and progress over time. Computer
aided data analysis facilitates a more efficient, comprehensive and sophisticated review of health
data.

DEFINITIONS §483.20(f)(14)

AAccurated means that the encoded MDS data matches the MDS form dtirtloal record.

Also refer to guidance regarding accuracy at 8483.20(g), and the information accurately
reflects the residentédés status as of the Asse

fiBackground (face-sheet)information o refersto theMDS Entrytrackingrecord

fiCapable of transmittingd means that the facility has encoded and edited according to CMS
specifications, the record accurately reflects
reference date, and the record is ready for tressson.

ACompleted means that all items required according to the record type, and in accordance with
CMS6 record specifications and State required

fiDischarge subset of itensrefers to the MDS Richargessessment.
AEncodingd means entering information intoe facility MDS software in treomputer.

fiPassing standard editd means that the encoded responses to MDS items are consistent and

within range, in accordance with CMpecified standards. In general, inconsistent responses

are either not plausible or ignore a skip pattern on the MDS. An example of inconsistency

wouldbe i f one or more MDS items on a |ist were
Aboveodo response was also checked for the same
responses, such as using a response code of 2 for an MDS item for which the patfidags

are zero or 1.

fiTransmittedd means electronically transmitting to tQeiality Improvement Evaluation

SystemQIES) Assessment Submission and Proces®ASAP) System, an MDS record that

passes CMSO0 standard edi twighinadddysofthefiaat cept ed i n
completion date, or event date in the case of Entry and Death in Facility situations, of the

record.

fiTransmitting datao refersto electronicallysendingencodedviDS information,from the
facility to the QIES ASAP System.

GUIDANCE 8§483.20(f)(14)
Facilities are required to encode MDS data for each resident in the facility.

Facilitiesarerequiredto electronicallytransmitMDS datato the CMS Systemfor eachresident
in thefacility. TheCMS Systemfor MDS datais namedhe QIESASAP System.
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Facilities are responsible to edit the encoded MDS data to ensure that it meets the standard edit
specifications.

For A483.20(f)(1)(v), the subset of items regq
and death are contained in the Entry and Death in Facility Tracking records and Discharge
assessments. Refer to Chapter thefLongTerm Care Resident Asseesmt | nstr ument L
Manualfor further information about these records.

All nursing homes must computerize MDS information. The facility must edit MDS
information using standard CM$pecified edits, revise the information to conform to the edits
and tobe accurate, and be capable of transmitting that data to the QIES ASAP system within 7
days:

1 For a comprehensivassessmer(Admission, Annual, SignificantChangein Status,
and SignificantCorrectionto Prior Comprehensivegncodingmustoccurwithin 7 days
afterthe CarePlan Completion Datév/0200C2 +7 days).

1 For a Quarterly, Significant Correction to Prior Quarterly, Discharge, or PPS
assessment, encoding must occur withdaysafter the MDS Completion Date
(Z0500B + days).

1 For atracking record, encoding should occur withiddysof the Event DatgA1600
+ 7 days for Entry records and A2000 + 7 days for Death in Facility records).

Submission must be according to State and Federal time frames. Therefore the facility must:
1 Encode the MDS and CAAs Summary (where applicable) in machine readable format;
and
o Editthe MDS and CAA Summary (where applicable) according to edits specified by
CMS. Within the 7 day time period specified above for editing, the facility must
revise anynformation on the encoded MDS and CAA Summary (if applicable) that
does not pass CM$§pecified edits, revise any otherwise inaccurate information, and
make the information ready for submission. The MDS Vendor software used at the
facility should have anwaomated editing process that alerts the user to entries in an
MDS record that do not conform to the CMpecified edits and that prompts the
facility to complete revisions within theday editing and revision period. After
editing and revision, MDS infanation and CAA summary information (if applicable)
must al ways accurately reflect the reside
ARD for an assessment or the original event date for a discharge or entry.

Electronically submit MDS information thhe QIES ASAP system within 14 days:

1 Assessment Transmissioomprehensive assessments must be transmitted electronically
within 14 days of the Care Plan Completion Date (V0200C2 + 14 days). All other
assessments must be submitted within 14 days of the MDS Completion Date (Z0500B + 14
days).

1 Tracking Information Transmission:For Entry and Death in Facility tracking records,
information must be transmitted within 14 days of the Event Date (A1600 + 14 days for Entry
records and A2000 + 14 days for Death in Facility records).
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Only CMSrequired MDS assessments (e.g., OBRA and Medicare Part A PPS) are permitted to

be transmitted into the QIES ASAP System. Assessments completed to meet third party payer (i.e.
private insurance or managed care) requiremeasnotbe transmitted t&€ MS. OBRA MDS
assessments completed anytime a facility is NOT certified to participate in Medicare/Medicaid
cannot be transmitted.

PROCEDURES§483.20(f)(14)

If the surveyor suspects the facility is not encoding and submitting assessments as itbquired,
surveyor should review the facilitydéds MDS 3.0
submission into the QIES ASAP System.

F641
8483.20(g) Accuracy of Assessments.
The assessment must accurately reflect the re

INTENT 8§483.20(Q)

To assurehat eachresidentreceivesan accurateassessment r ef | ect i ve of t he 1
at the time of the assessmédy,staff qualified to assesselevantcareareasandare
knowledgeablaboutther e s i dtatusne@ds strengthsandareasof decline.

GUIDANCE §483.20(g)

i Ac c uofAs s\ s smeanthattheappropriatequalifiedhealthprofessionals correctly
document the residentds medi calidentifyuesidenti onal ,
strengths tanaintain or improve medical status, functional abilities, @sythosocial status

using the appropriate Resident Assessment Instrument (RAI) (i.e. comprehensive, quarterly,
significant change in status).

Facilities are responsible for ensuring that airicipants in the assessment process have the
requisite knowledge to complete an accurate assessment.

The determination of appropriate participation of health professionals must be based on the
physical, mental and psychosocial conditiorathresident This includes aappropriate level

of involvement of physicians, nurses, rehabilitation therapists, activities professionals, medical
social workers, dietitians, and other professionals, such as developmental disabilities specialists,
in assessing thesident, and in correcting resident assessments. Involvement of other
disciplines is dependent upon resident status and needs.

The assessment must represent an accurate pic
observation period of the MDS. The Obsdion Period (also known as the Leb&ck period)

I's the time period over which the residentos
assessment and ends at 11:59 p.m. on the day of the Assessment Reference Date (ARD). Be
aware that different itemsxahe MDS have different Observation Periods.

When the MDS is completed, only those occurredeasg the observation period will be
captured on the assessment. In other words, if it did not occur during the observation period, it
IS not coded on the MR
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The initial comprehensive assessment provides starting point data for ongoing assgfissment
resident progress.

PROBES 8483.20(g)

1 Based on your total review of the resideritservationsinterviews and record reviews
doeseach portion of th&lDSassessmentaccuratg r ef | ect t he resi den
Assessment Reference Date?

1 Is there evidence that the health professionals who assessed the resident had the skills
and qualifications to conduct the assessmeft@ r ex ampl e, has the re:
status been assessed by someone who is knowledgeable in nutrition and capable of
correctly assessing a resident?

F642

8483.20(h) Coordination.

A registered nurse must conduct or coordinate each assessmentwihe appropriate
participation of health professionals.

8483.20(i) Certification.
8483.20(i)(1) A registered nurse must sign and certify that the assessment is completed.

8483.20(i)(2) Each individual who completes a portion of the assessment must sagad
certify the accuracy of that portion of the assessment.

8483.20(j) Penalty for Falsification.
8483.20(j)(1)Under Medicare and Medicaid, an individual who willfully and knowinghg
(i) Certifies a material and false statement in a resident assessmensigject to a civil
money penalty of not more than $1,000 for each assessment; or
(i) Causes another individual to certify a material and false statement in a resident
assessment is subject to a civil money penalty or not more than $5,000 for each
assessrant.

8483.20(j)(2) Clinical disagreement does not constitute a material and false statement.

INTENT 8483.20(h)(i)

Each resident's assessment will be coordinated by and certified as complete by a registered
nurse, and all individuals who complet@artion of the assessment will sign and certify to the
accuracy of the portion of the assessment he or she completed.

GUIDANCE 8483.20(h)(j)

WhetherMinimum Data SefMDS) assessments are manually completed, or comgeatesrated

following data entry, ezh individual assessor is responsible for certifying the accuracy of
responses relative to the residentds conditio
forms are signed and dated by each individual assessor the day they complete thefs)oftio
theassessment.
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Electronic Signatures

When MDS forms are completed directly on the
manually completed), then each individual assessor signs and dates a cgapetated hard

copy, or provides an electronic signature, after they review @&douracy of the portion(s) they
completed.

Facilities may use electronic signatures on the MDS when permitted to do so by state and local

|l aw and when this is aut hor i zhe theilitymustthdve f aci | i
written policies inplace to ensure proper security measaresn placeto protect use of an

electronic signature by anyone other thiam persorto which the electronic signature belongs.

The policy must also ensure access to a hard copy of clinical records is mad#eat@ila

surveyors and others who are authorized access to clinical records, lyclawing the resident

and/or resident representative

Facilities that are not capable of maintaining the MDS signatures electronically must adhere to
the current federabquirementsit §483.20(d)addressing the need for either a hamdten copy

or a computegenerated form. All state licensure and state practice regulations continue to
apply to certified facilities.

NOTE: Where state law or regulations are more retbte than federal requirements, the
provider needs to apply the state law standard.

Backdating Completion Dates- Backdating completion dates is not acceptabiete that
recording the actual date of completion is not considered backdating. For exaampMDS

was completed electronically and a hard copy was printed two days later, writing the date the
MDS was completed on the hard copy is not considered backdating.

Patterns of MDS Assessment and Submissions

MDS information serves as the clinical basis for care planning and care delivepyovides

information for Medicare and Medicaid payment systems, quality monitoring and public

reporting MDS i nformation as it is r eggeoand ed i mpac:t
standing in termaf the quality monitoring procesA. willfully and knowinglyprovidedfalse

assessmemhaybe indicative of payment fraud or attempts to avoid reporting negative quality
measures.

All information recorded within the MDS Assess n t mu st refl ect the resi
of the Assessment Reference Date (ARD).

A pattern within a nursing home of clinical documentation or of MDS assessment or reporting
practices that result in highBesource Utilization GroufRUG) scores, untriggeringare Area
Assessmen(€AAs) or unflagging Qualityvleasure{QMs), where the information does not
accurately reflect the residentds status, ma y
reporting negative quality meagst Such practices may include, but are not limited to, a pattern
or high prevalence of the following:

1 Submitting MDS Assessments (including any reason(s) for assessment, rontine or

routine) or tracking records, where the information does not achuretkectthe
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residentodos status as of ARplicable;sr t he Di s
1 Submittingcorrection(s}o informationin the Quality Improvement Evaluation System
Assessment Submission and ProcesQiB$ ASAP) wherethe correctednformation

c ha

does not accurately reflect tohteeongeai dent 0s

Discharge or Entry date, as applicable, or where the record it ¢tagosrect does not
appear to have beeneanror;

1 Submitting Significant CorrectioAssessments where the assessment it ctaicmrect
does not appear to have beewiiror;

1 Submitting Significant Change in Status Assessments where the critesignfbcant
change in the residemetds status do not

1 Delayingor withholding MDS Assessment8ncludinganyreason(sjor assessment,
routineor non-routine),Dischargeor Entry Trackinginformation,or correction(s}o
information in the QIES ASABystem.

PROCEDURES AND PROBES8483.20(h)(j)
1 When such patterns or practicase noticed, they should be reported by the State Agency
to the Regional Office and Medicaid Fraud Control Unit.

app

T Are the appropriate certifications in plac

completion of an MDS assessment or Correctiogugst, and the certification of

individual assessors of the accuracy and completion of the portion(s) of the assessment or

tracking record completed?
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8483.20(e) Coordination.

A facility must coordinate assessments with the pradmission screening and resident
review (PASARR)program under Medicaid in subpart C of this partto the maximum
extent practicable to avoid duplicative testing and effortCoordination includes:

8483.2@e)(1)Incorporating the recommendations from the PASARR level Il determination

and the PASARR evaluation report into a resid

transitions of care.

8483.20(e(2) Referring all level 1l residents and all residents with ngvevident or possible
serious mental disorder, intellectual disability, or a related condition for level 1l resident
review upon a significant change in status assessment.

INTENT 8483.20(e)

To ensure that the facility coordinates with the appropriate, Staséggnated authority, to ensure
that individuals with a mental disorder, intellectual disability or a related condition receives
care and services in the most integrated setting apprtptatheir needs.

DEFINITIONS 8483.20(e)
Alntellectual Disability (ID)0 is defined ird2 CFR 483.102(¢3), as follows:
An individual is considered to have intellectual disability (ID) if he or shé has
(i) A level of retardation (mild, moderate, severgrofound) described in the American
Association on Intellectual 6s Disabilit

y M
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Disability (1983);or
(i) A related condition as defined by 8435.1010 of this chapter.

fiMental Disorder (MDY For purposes ofthisect i on, t he t nt al |
equi valent of fAmental illnesso us he de
483.102(b)(1), which states:

An individual is considered to have a serious mental illness (M) if the individual meets the

following requirements on diagnosis, level of innpeent and duration of iliness:

(i) Diagnosis. The individual has a major mental disorder diagnosable under the Diagnostic
and Statistical Manual of Mental Disorderd edition, revised in 1987.

This meral disorder i®
(A) A schizophrenic, mood, paranoid, panic or other severe anxiety disorder; somatoform

disorder; personality disorder; other psychotic disorder; or another mental disorder
that may lead to a chronic disability; but

(B) Notaprimarydiagpsi s of dementia, including Al zhe
disorder, or a norprimary diagnosis of dementia unless the primary diagnosis is a
major mental disorder as defined in paragraph (b)(1)(i)(A) of this section.

(i) Level of impairment. Thdisorder results in functional limitations in major life activities
within the past 3 to 6 months that would b
developmental stage. An individual typically has at least one of the following
characteristics on a continuingy intermittent basis:

(A) Interpersonal functioning. The individual has serious difficulty interacting
appropriately and communicating effectively with other persons, has a possible
history of altercations, evictions, firing, fear of strangers, avoidariéeterpersonal
relationships and social isolation;

(B) Concentration, persistence, and pace. The individual has serious difficulty in
sustaining focused attention for a long enough period to permit the completion of
tasks commonly found in work settirggsn worklike structured activities occurring
in school or home settings, manifests difficulties in concentration, inability to
complete simple tasks within an established time period, makes frequent errors, or
requires assistance in the completiontedde tasks; and

(C) Adaptation to change. The individual has serious difficulty in adapting to typical
changes in circumstances associated with work, school, family, or social interaction,
manifests agitation, exacerbated signs and symptoms associatedenithess, or
withdrawal from the situation, or requires intervention by the mental health or
judicial system.

(i) Recent treatment. The treatment history indicates that the individual has experienced at
least one of the following:

(A) Psychiatric treatmet more intensive than outpatient care more than once in the past
2 years (e.g., partial hospitalization or inpatient hospitalization); or

(B) Within the last 2 years, due to the mental disorder, experienced an episode of
significant disruption to the normaving situation, for which supportive services
were required to maintain functioning at home, or in a residential treatment
environment, or which resulted in intervention by housing or law enforcement
officials.

erm Ame
ed i n t
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fiPersons with Related Conditionss definal in 42 CFR 435.1010 as follows:
Persons with related conditiomseans individuals who have a severe, chronic disability that
meets all of the following conditions:
() It is attributable t®
(1) Cerebral palsy or epilepsy; or
(2) Any other condition, otlhhéhan a mental iliness, found to be closely related to
Intellectual Disability because this condition results in impairment of general
intellectual functioning or adaptive behavior similar to that of mentally retarded
persons, and requires treatment ongees similar to those required for these
persons.
(b) It is manifested before the person reaches age 22.
(c) Itis likely to continue indefinitely.
(d) It results in substantial functional limitations in three or more of the following areas of
major life activity:
(1) Selfcare.
(2) Understanding and use of language.
(3) Learning.
(4) Mobility.
(5) Selfdirection.
(6) Capacity for independent living.

APreadmission Screening and Resident Review (PASARRR federal requirement to help
ensure that individuals who have a mental disorder or intellectual disabilities are not
inappropriately placed in nursing homes for long term care. PASARR requires that 1) all
applicants to a Medicaidertified nursing faility be evaluated for a serious mental disorder
and/or intellectual disability; 2) be offered the most appropriate setting for their needs (in the
community, a nursing facility, or acute care setting); and 3) receive the services they need in
those settigs. Regulations governing PASARR are found at 4283BRB3.100483.138.

ASpecialized Services for MD or idmeans the services specified by the State that exceed the
services ordinarily provided by the nursing facility (NF) under its per diem ratesé services

must be provided or arranged by the state and could include hiring additional staff or

contractors such as qualified mental health/intellectual disability professionals. When

specialized services are combined with services provided by tiagacility, the result is a

continuous and aggressive implementation of an individualized plan of care for individuals with

MD or | D. The residentds Level 1 PASARR i de
resident.

GUIDANCE 8§483.20(e)

With respect to the responsibilities under theRdenission Screening and Resid&aview
(PASARR) program, the State is responsible for conducting the screens, preparing the
PASARR report, and providing or arranging the specialized services that aeel r@sea result

of conducting the screens. The State is required to provide a copy of the PASARR tégort to
facility. This report must list the specialized services that the individual requires and that are
the responsibility of the State to provide. 8ther needed services are the responsibilitiyeof
facility to provide.
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The PASARR process requires that all applicants to Medasiified nursing facilities be
screened for possible serious mental disorders or intellectual disabilities and related
conditions. This initial prescreening is referred to as PASARR Level |, and is completed prior
to admission to a nursing facility. A negative Level | screen permits admission to proceed and
ends the PASARR process unless a possible serious mental disantellectual disability

arises later. A positive Level 1 screen necessitates-dapth evaluation of the individual by

the statedesignated authority, known as PASARR Level I, which must be congrtiotett
admission to a nursing facility.

PASARR Level Il is a comprehensive evaluation by the appropriatedssigmated authority
and determines whether the individual has MD, Iaoelated condition, determines the
appropriate setting for the individual and recommends what, if any, spredadervices
and/or rehabilitative services the individual needs.

The Level Il evaluation report must be used by the facility when conducting assessments of the
resident, developing the care plan, and when transitions of care occur. Incorporating the

Lewel Il information in these processes promotes comprehensive assessment and provision of
care for residents with MD or ID.

The State must provide or arrange for the provision of specialized services to all NF residents

with MD or ID in accordance witB483.120, whose needs are such that continuous supervision,
treatment and training by qualified mental health or intellectual disability personnel is
necessary, as identified in the residentds PA
arranged by e State may be provided in the NF or througksité visits arranged by the NF,

while the resident lives in the facility.

The facility must notify the statkesignated mental health or intellectual disability authority
promptly when a resident with MD tD experiences a significant change in mental or
physical status. For additional information regarding resident referral after a significant
change in status, see requirements at 8483.20(k)(4), F646, MD/ID significant change
notification.

Any residentvith newly evident or possible serious mental disorder, |B @lated condition
must be referred, by the facility to the appropriate stsignated mental health or
intellectual disability authority for review.

Examples of individuals who magt havepreviously been identified by PASARR to have MD,
ID or arelated condition includeNOTE: this is not an exhaustive list. (RAI Manua2Q)
1 A resident who exhibits behavioral, psychiatric, or mood related symptoms suggesting
the presence of a mentdikorder (where dementia is not the primary diagnosis).
1 A resident whose intellectual disability or related condition was not previously identified
and evaluated through PASARR.
1 Aresident transferred, admitted, or readmitted to a NF following an inggigychiatric
stay or equally intensive treatment
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PROBES8483.20(e)

1 For residents with a Level Il determination and recommendations, has the facility
incorporated the determination and r ecomme
care plan?

1 How does the facility identify residents with newly evident or possible serious mental
disorder, ID ora related conditiofd

1 If aresident was identified with newly evident or possible serious MD, Hrelated
condition, did the facility refer the resideto the appropriate statdesignated authority
for review?

T I's there evidence that the facility provid
PASARR Level Il recommendations when a resident with MD or ID transitions to another
care setting?

1 Has the facility arranged for the resident to receive specialized services throtgjte off
visits, i f appropriate, to meet the reside
Level Il recommendations?

F645
8483.20k) Preadmission Screening forndividuals with a mental disordeand individuals
with intellectual disability

8483.20k)(1) A nursing facility must not admit, on or after January 1, 1989, any new
residents with:

(i) Mental disorderas defined in paragraph(k)(3)(i) of this section, uriess the State
mental health authority has determined, based on an independent physical and
mental evaluation performed by a person or entity other than the State mental
health authority, prior to admission,

(A) That, because of the physical and mentalondition of the individual, the
individual requires the level of services provided by a nursing facility; and

(B) If the individual requires such level of services, whether the individual requires
specialized services; or

(ii) Intellectual disability, asdefined in paragraph (k)(3)(ii) of this section, unless the
Stateintellectual disabilityor developmental disability authority has determined
prior to admissiond
(A) That, because of the physical and mental condition of the individual, the

individual requires the level of services provided by a nursing facility; and
(B) If the individual requires such level of services, whether the individual requires
specialized services for intellectual disability.

8483.20k)(2) Exceptions. For purposes of this section
(DThe preadmission screening program under paragraph(k)(1) of this section need not
provide for determinations in the case of the readmission to a nursing facility of an
individual who, after being admitted to the nursing facility, was transferred forecan
a hospital.
(i) The State may choose not to apply the preadmission screening program under
paragraph (k)(1) of this section to the admission to a nursing facility of an individual
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(A) Who is admitted to the facility directly from a hospital aftexaeiving acute
inpatient care at the hospital,

(B) Who requires nursing facility services for the condition for which the individual
received care in the hospital, and

(C) Whose attending physician has certified, before admission to the facility that the
individual is likely to require less than 30 days of nursing facility services.

8483.20k)(3) Definition. For purposes of this section
(i) An individual is considered to havea mental disorderif the individual has a serious
mental disorderdefined in 483.102(b)(1).
(i) An individual is considered tohave an intellectual disabilityf the individual has an
intellectual disabilityas defined in 8483.102(b)(3) or is a person with a related
condition as described in 435.1010 of this chapter.

INTENT 8483.20k)(1)-(3)

To ensure each resident in a nursing facility is screened for a mental disorder (MD) or
intellectual disability (ID) prior to admission and that individuals identified with MD or ID are
evaluated andeceivecare and services in the stantegrated setting appropriate to their needs

DEFINITIONS 8483.20k)(1)-(3)
filntellectual Disability (ID)0 is defined iM2 CFR 483.102(l¢3) as follows:
An individual is considered to have intellectual disability (ID) if he or shé has
(i) Alevel of retardation (mild, moderate, severe or profound) described in the American
Association on Intellectual 6s Disability M
Disability (1983);or
(i) A related condition as defined by 8435.1010 of this chapter.

fiMental Disorder (MDbFor pur poses of this section, the t
equivalent of fAment al il l nesso used in the de
483.102(b)(1), which states:

An individual is considered to have a seriooental illness (MI) if the individual meets the

following requirements on diagnosis, level of innpeent and duration of illness:

(i) Diagnosis. The individual has a major mental disorder diagnosable under the Diagnostic

and Statistical Manual of Mentaliforders, 3rd edition, revised in 1987.

This mental disorder &

(A) A schizophrenic, mood, paranoid, panic or other severe anxiety disorder; somatoform
disorder; personality disorder; other psychotic disorder; or another mental disorder
that may lead t@ chronic disability; but

(B) Not a primary diagnosis of dementi a, i
disorder, or a nofprimary diagnosis of dementia unless the primary diagnosis is a
major mental disorder as defined in paragraph (b)(2)(i)(A)hes section.

(i) Level of impairment. The disorder results in functional limitations in major life activities
within the past 3 to 6 months that would b
developmental stage. An individual typically has at least one dblibaving
characteristics on a continuing or intermittent basis:

(A) Interpersonal functioning. The individual has serious difficulty interacting
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appropriately and communicating effectively with other persons, has a possible
history of altercations, evins, firing, fear of strangers, avoidance of interpersonal
relationships and social isolation;

(B) Concentration, persistence, and pace. The individual has serious difficulty in
sustaining focused attention for a long enough period to permdaadimpletion of
tasks commonly found in work settings or in witk& structured activities occurring
in school or home settings, manifests difficulties in concentration, inability to
complete simple tasks within an established time period, makes frequest er
requires assistance in the completion of these tasks; and

(C) Adaptation to change. The individual has serious difficulty in adapting to typical
changes in circumstances associated with work, school, family, or social interaction,
manifestsagitation, exacerbated signs and symptoms associated with the iliness, or
withdrawal from the situation, or requires intervention by the mental health or
judicial system.

(i) Recent treatment. The treatment history indicates that the individual hasenqest at

least one of the following:

(A) Psychiatric treatment more intensive than outpatient care more than once in the past
2 years (e.g., partial hospitalization or inpatient hospitalization); or

(B) Within the last 2 years, due to the mental disordeperienced an episode of
significant disruption to the normal living situation, for which supportive services
were required to maintain functioning at home, or in a residential treatment
environment, or which resulted in intervention by housing or Idareement
officials.

fiPersons with Related Conditionss defined in 42 CFR 435.1010 as follows:
Persons with related conditiomseans individuals who have a severe, chronic disability that
meets all of the following conditions:
(a) It is attributable t®
(1) Cerebral palsy or epilepsy; or
(2) Any other condition, other than a mental illness, found to be closely related to
Intellectual Disability because this condition results in impairment of general
intellectual functioning or adaptive behavior similarthat of mentally retarded
persons, and requires treatment or services similar to those required for these
persons.
(b) It is manifested before the person reaches age 22.
(c) Itis likely to continue indefinitely.
(d) It results in substantial functionhinitations in three or more of the following areas of
major life activity:
(1) Seltcare.
(2) Understanding and use of language.
(3) Learning.
(4) Mobility.
(5) Selfdirection.
(6) Capacity for independent living.
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fiPreadmission Screening andesident Review (PASARR)s a federal requirement to help
ensure that individuals are not inappropriately placed in nursing homes for long term care.
PASARR requires that 1) all applicants to a Mediezedtified nursing facility be evaluated for
seriousmental disorder and/or intellectual disability; 2) be offered the most appropriate setting
for their needs (in the community, a nursing facility, or acute care setting); and 3) receive the
services they need in those settings. Regulations governingRiRA&A found at 42 CFR
§483.100483.138.

fiSpecialized Services for MD or ilbmeans the services specified by the State that exceed the
services ordinarily provided by the nursing facility (NF) under its per diem rate. These services

must be provided arranged by the state and could include hiring additional staff or

contractors such as qualified mental health/intellectual disability professionals. When

specialized services are combined with services provided by the nursing facility, the result is a
continuous and aggressive implementation of an individualized plan of care for individuals with

MD or | D. The residentds Level 1 PASARR i de
resident.

AiRehabilitative servicefor MD or ID 0 refers to thoseervices of lesser frequency or intensity

to be implemented by all levels of nursing facility staff that come into contact with any resident
who has as mental disorder or who has intellectual disability. These services are necessary
regardless of whethermot they are specified in the PASARR Level || documents and whether
or not the resident requires additional services to be provided or arranged for by the State.

GUIDANCE 8§483.20(k)(1)3)

The PASARR process requires that all applicantdedicaidcertified nursing facilities be
screened for possible serious mental disorders, intellectual disabilities and related conditions.
This initial screening is referred to as Level | Identification of individuals with MD or ID
(8483.128 and is compted prior to admission to a nursing facility. The purpose of the Level

| pre-admission screening is to identity individuals who have or may have MD/ID or a related
condition, who would then require PASARR Level Il evaluation and determination prior to
admission to the facility.

A negative Level | screen permits admission to proceed and ends tha@eaing process

unless possible serious mental disorder or intellectual disability arises later. A positive Level 1
screen necessitates andepth evaluatin of the individual, by the statkesignated authority,
known as Level Il PASARR, which must be condytedto admission to the facility.

Failure to prescreen residents prior to admission to the facility may result in the failure to
identify residats who have or may have MD, ID or a related condition. A record of the pre
screening should be retained in the residento

Individuals who have or are suspected to have MD, ID or a related condition (as indicated by
a positive Level 1 seen) may not be admitted to a Medicaettified nursing facility unless
approved based on Level Il PASARR evaluation and determindaeptions to this

requirement are specified in 8483.20(k)(2) and may be exercised at the discretion of the State,
asspeci fied in the Statebébs PASARR process.
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Level Il PASARR is a comprehensive evaluation conducted by the appropriatéesigteated
authority that determines whether an individual has MD, ID or a related condition as defined
above, determines tlapropriate setting for the individual, and recommends what, if any,
specialized services and/or rehabilitative services the individual needs. The Level Il PASARR
cannot be conducted by the nursing facility.

Each State Medicaid Agency has specific preeggor conducting Level | screens and Level
PASARR evaluations and determinatioBsceptions to the prscreening requirements are
specified in 8483.20(k)(2) and may be exercised at the discretion of the State, as specified in
t he St at e 0 ess.PasiBysRRfRangsureegors should be acquainted with their
Statesd6 requirements.

If the State program permits the use of the exceptions specified in §483.20(k)(2), and the

resident remains in the facility longer than 30 days, the facility musesdhe individual

using the Statebds Level | screening process a
ID or a related condition to the appropriate statesignated authority for Level Il PASARR

evaluation and determinatioMOTE: under 42 CFR 48306(b)(2)(ii), If an individual who

enters a NF as an exception (an exempted hospital discharge) is later found to require more

than 30 days of NF care, the State mental health or intellectual disability authority must

conduct a Level Il resident reviewthin 40 calendar days of admission.

The State is responsible for providingarranging forspecialized servicesr residents with

MD or ID residingn Medicaidcertified facilities. The facility is required to provide all other

care andervices ppropriate to the residentodés conditio
with MD or ID, do not surveyfor specializedservicesput surveyfor all otherrequirements,
includingresidentrights, quality of life, and quality afare.

PROCEDURES ANDPROBES8483.20(k)(1)(3)

T fthe residentés Level I PASSR report indi
but the residers not receiving them, the State Survey Agency would notify the State
designated mental health or intellectual disabiéitythority that evaluated the resident
prior to admission. NF services alone are not ordinarily of the intetsityeet the needs
of residents with MD aiD.

1 Is there evidence of Level | psereening of residents prior to admission to the nursing
facility to identify residents who have or may have MD, ID or a related condition, who
requires Level Il PASARR evaluation?

1 Are residents with a positive Level | PASARR screen evaluated by the designated state
authority, through the Level Il PASARR process, amqp@ped for admissioprior to
admission to the nursing facility?

1 If pre-admission screening of residents expected to be in the facility 30 days or less is not
performed, in accordance with the State PASARR process, does the facility screen
residents who hae or may have MD, ID or a related condition, if the resident remains in
the facility longer than 30 days? Are residents who have a positive screen then referred
to the appropriate statauthority for Level Il evaluation and determination?
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If the resident has MID or ID, did the State Mental Health or Intellectual Disabilities
Authority determine:

1 Whether the residents needed the services of a nursing facility

1 Whether the residents need specialized services for thzioiND?

DEFICIENCY CATEGORIZATIONS

Severity Level 4 Considerations: Immediate Jeopardy to Resident Health or Safety

An example of Level 4, immediate jeopardy to resident health and safety, include, but is not
limited to:

1 A resident with bipolar disorder was newly admittedhe facility prior to Level Il
PASARR evaluation and determinati on. The
PASARR process was completed prior to admission resulted in the resident no longer
receiving needed psychotherapy 4 times per week. ntdreuption in receiving needed
psychotherapy services caused the resident to relapse into a depressive state, during
which the resident engaged in social withdrawal andagting behaviors resulting in
hospitalization of the resident.

Severity Level 3Considerations: Actual Harm that is not Immediate Jeopardy
An example of Level 3, actual harm that is not immediate jeopardy includes but is not limited to:
1 The facility failed to ensure Level 1 psereening of a new resident for MD/ID or a

related couwlition prior to admission to the facility. The resident had cerebral palsy,
which is a related condition. Thelackoffmec r eeni ng resul ted in t
condition not being identified prior to admission and the resident not being evaluated
throughthe Level Il PASARR process. The resident did not receive the specialized
rehabilitation services she needed which resulted in a decline in her function.

Severity Level 2 Considerations: No Actual Harm with Potential for More Than Minimal

Harm that is Not Immediate Jeopardy

An example of Level 2, no actual harm, with potential for more than minimal harm, that is not

immediate jeopardy, includes, but is not limited to:

1 The facility failed to ensure Level 1 psereening of new residents for MD/ID or a

related condition, prior to admission to the facility. While the residents did not have
MD/ID or a related condition, the facility admitted the residents without knowing if the
residents had one of these conditions. The failure to determine whetherdieatebad
MD/ID or a related condition had the potential to cause more than minimal harm to new
and/or current residents.

Severity Level 1: No Actual Harm with Potential for Minimal Harm

Failure to ensure residents are psereened for MD/ID or a relad condition, prior to

admission to the facility, could prevent the resident from attaining or maintaining his/her highest
practicable | evel or result in a decli-ne in
being. Therefore, Severity Levedldes not apply for this regulatory requirement.

F646
8483.20k)(4) A nursing facility must notify the state mental health authority or state
intellectual disability authority, as applicable, promptly after a significant change in the
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mental or physicaktondition of a resident who has mental illness or intellectual disability for
resident review.

INTENT 8483.20(k)(4)

To ensure that individuals with a mental disorder or intellectual disabilities continue to receive
the care and services they need inri@st appropriate setting, when a significant change in
their status occurs.

DEFINITIONS 8483.20(k)(4)

APreadmission Screening and Resident Review (PASARRR federal requirement to help
ensure that individuals who have a mental disorder or intellectual disabilities are not
inappropriately placed in nursing homes for long term care. PASARR requires that 1) all
applicants to a Medicaidertified nursing faility be evaluated for a serious mental disorder
and/or intellectual disability; 2) be offered the most appropriate setting for their needs (in the
community, a nursing facility, or acute care setting); and 3) receive the services they need in
those settigs. Regulations governing PASARR are found at 4282BR.100138.

ASignificant Chang®i s a maj or decl ine or i mprovement in
normally resolve itself without intervention by staff or by implementing stantisedserelated
clinical interventions;- t me tNOEgIelFlifitngiswhem ot co

the condition will normally resolve itself without further intervention or by staff implementing
standard clinical interventions to resolvgetcondition.); 2) impacts more than one area of the
residentdéds health statwus; and 3) requires int
pl an. This does not change the facilityos
physicianof changes as required under 42 CFR 483.10(i)(14), F580.

fAiSignificant Change in Status Assessmd®CSAD is a comprehensive assessment for a
resident that must be completed when the Interdisciplinary Team (IDT) has determined that a
resident meets theggiificant change guidelines for either improvement or decline.

GUIDANCE 8483.20(k)(4)

As part of the PréAdmission Screening and Resident Review (PASARR) process, the facility is
required to notify the appropriate state mental health authority or state intellectual disability
authority when a resident with a mental disorder (MD) or intéllatdisability (ID) has a
significant change in their physical or mental condition.

The nursing facility must notify the state mental health (SMH)/ID authority of significant

changes in residents with MD or ID independent of the findings of the SBSARR Level Il is

to function as an independent assessment process for this population with special needs, in
parallel with the facilityés assessment proce
PASARR policy on referral to the SMH/ID authority teat these authorities may exercise their

expert judgment about when a Level Il evaluation is needed.

Referral to the SMH/ID authority should be made as soon as the criteria indicative of a
significant change are evidedt the facility should not waitntil the SCSA is complete.
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Facilities should look to their state PASARR program requirements for specific procedures.
PASARR contact information for the SMH/ID authorities and the State Medicaid Agency is
available athttp://www.pasrrassist.org/resources/personnel/pasatelead-contact

information

Referral for Level Il resident review evaluation is required for individuals previously identified
by PASARR to have a mental disorder, intellectual disability, or a related condition who
experience a significant change. Examples of such changes include, but are not limited to:
1 Aresident who demonstrates increased behavioral, psychiatric, or-retaidd
symptoms.
1 A resident with behavioral, psychiatric, or memaated symptoms that have not
responded to ongoing treatment.
1 Aresident who experiences an improved medical conditom c h t hat t he r esi
of care or placement recommendations may regoiodifications.
1 A resident whose significant change is physical, but has behavioral, psychiatric, or
moodrelated symptoms, or cognitive abilities, that may influence adjustment to an
altered pattern of daily living.
1 A resident whose condition or treatménor will be significantly different than
described in the residentds most recent PA
(Note that a referral for a possible new Level Il PASARR evaluation is required whenever
such a disparity is discovered, whet or not associated with a SCSA.)

Requirements for the completing a SCSA are found at 8483.20(b)(2)(ii), F637, comprehensive
assessment after significant change.

PROBES8§483.20(k)(4)

1 When a significant change in status was identified in a resident with a mental disorder or
intellectual disability, was the appropriate state mental health or intellectual disability
authority promptly notified?

1 Does the facility have a process in pldaocenotify the appropriate state mental health or
intellectual disability authority when a resident with a Level Il PASARR has a significant
change in his or her mental or physical status?

F655
8483.21 Comprehensive Pers@entered Care Planning
8483.21(a) Baseline Care Plans
8483.21(a)(1) The facility must develop and implement a baseline care plan for each resident
that includes the instructions needed to provide effective and persntered care of the
resident that meet professional standardf quality care. The baseline care plan méast
(1) Be developed within 48 hours of a reside
(i) Include the minimum healthcare information necessary to properly care for a resident
including, but not limited t@®
(A) Initial goals based oradmission orders.
(B) Physician orders.
(C) Dietary orders.
(D) Therapy services.
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(E) Social services.
(F) PASARR recommendation, if applicable.

8483.21(a)(2) The facility may develop a comprehensive care plan in place of the baseline care
plan if the conprehensive care plad
(i) Il s developed within 48 hours of the res
(i) Meets the requirements set forth in paragraph (b) of this section (excepting paragraph
(b)(2)(i) of this section).

8483.21(a)(3) The facility must provide the resid and their representative with a summary
of the baseline care plan that includes but is not limited to:
() The initial goals of the resident.
(i) A summary of the residentodés medicati on
(i) Any services and treatments tbe administered by the facility and personnel acting on
behalf of the facility.
(iv) Any updated information based on the details of the comprehensive care plan, as
necessary.

INTENT §483.21(a)

Completion and implementation of the baseline careplamwin 48 hour s of a res
admission is intended to promote continuity of care and communication among nursing home

staff, increase resident safety, and safeguard against adverse events that are most likely to occur
right after admission; and to ensurgetresident and representative, if applicable, are informed

of the initial plan for delivery ofare and services by receiviagwritten summary of the

baseline care plan.

GUIDANCE §483.21(a)

Nursing homes are required to develop a baseline care plan within the first 48 hours of

admission which provides instructions for the provision of effective and pees@red care to

each resident. This means that the baseline care plan should sbié#tarece between
conditions and risks affecting the residentos
her, within the limitations of the baseline care plan timeframe.

Personcentered care means the facility focuses on the resident as the center of control, and

supports each resident in making his or her own choices. Remstered care includes making

an effort to understand what each resident is communicating, \yeebal nonverbally,

identifying what is important to each resident with regard to daily routines and preferred

activities and having an understanding of the resic
nursing home.

The baseline care plan mustlude the minimum healthcare information necessary to properly
care for each resident immediately upon their admission, which would address ragideifit
health and safety concerns to prevent decline or injury, such as elopement or fall risk, and
would identify needs for supervision, behavioral interventions, and assistance with activities of
daily living, as necessary. Baseline care plans are required to address, at a minimum, the
following:
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Initial goals based on admission orders.
Physician ordes.

Dietary orders.

Therapy services.

Social services.

PASARR recommendation, if applicable.

=4 =2 =4 =8 -8 A

The baselinecareplamust ref |l ect the residentds stated g
interventions that address his or her current needs. It must be bagbd admission orders,

information about the resident available from the transferpngvider, anddiscussion with the

resident and resident representative, if applicaBlecause the baseline care plan documents the
interim approaches for meeting the residentos
care would dictate that it must also reflect changes to approaches, as necessary, resulting from
significant changs in condition or needs, occurring prior to development of the comprehensive
careplan. Facility staff musimplement the interventions to assist the resident to achieve care

plan goals and objectives.

Facilities may complete a comprehensive care piatead of the baseline care plan. In this
circumstance, the completion of the comprehensive care plan will not override the RAI process,
and must be completed and implemented within 48 hours of admission and comply with the
requirements for a comprehewsicare plan ag483.21(b), with the exception of the requirement
at (b)(2)(i) requiring the completion of the comprehensive care plan within 7 days of completion
of the comprehensive assessméinh comprehensive care plan is completed in lieu of the
baseline care plan, a written summary of the comprehensive care plan must be provided to the
resident andesident representative, if applicable, and in a language that the
resident/representative can understand.

If the facility completes a comprehensive care plan instead of the baseline care plan, review the
requirements of the comprehensive care plag4&3.21(b). If the care plan does not meet the
requirements of 8483.21(b), cite at the appropriate correspgn@ig(s):

1 F656 Develop Comprehensive Care Plan

1 F657 Care Plan Timing and Revision

1 F658 Services Provided Meet Professional Standards

1 F659 Qualified Persons

Baseline Care Plan Summary
The facility must provide the resident and the representatigppifcable with a written
summary of the baseline care plan by completion of the comprehensive care plan. The summary
must be in a language and conveyed in a manner the resident and/or representative can
understand. This summary must include:

o Initial goals for the resident;

o A list of current medications and dietary instructions, and

0 Services and treatments to be administered by the facility and personnel acting on

behalf of the facility;

The format and | ocati on o fetiontheveverutimemadicgl | s at
record must contain evidence that the summary was given to the resident and resident
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representative, if applicable. The facility may choose to provide a copy of the baseline care plan
itself as the summary, as long as it meditsf the requirements of the summary.

Given that the baseline care plan is developed before the comprehensive assessment, it is

possible that the goals and interventions may change. In the event that the comprehensive
assessment and comprehensivechrapn i dent i fi ed a change in the
mental, or psychosocial functioning, which was otherwise not identified in the baseline care

plan, those changes must be incorporated into an updated summary provided to the resident and

his orher representative, if applicable.

As the resident remains in the nursing home, additional changes will be made to the

comprehensive care plan based on the assessed needs of the resident, however, these subsequent
changes will not need to be reflectedhe summary of the baseline care plan. Once the
comprehensiveare plan has been developed and implemented, and a summary of the updates
given to the resident, the facility is no longer required to revise/update the written summary of

the baseline carelan. Rather, each resident will remain actively engaged in his or her care

pl anning process through the residentos right
informed in advance of changes to the care plan; see the care plan; and sign thexnaattqul

significant changes. Refer to §483.10(c) for guidance related to Resident Rights and Facility
Responsibilities regarding Planning and Implementing Care.

INVESTIGATIVE SUMMARY AND PROBES8483.21(a)

1 Use the Critical Element (CE) Pathway associagith the issue under investigation, or
if there is no specific CE Pathway, use the General CE Pathway, along with the above
interpretive guidelines when determining if the facility meets the requirements for, or
investigating concerns related tothefaci y 6s r equi rement devel op
Baseline Care Plan. If systemic concerns are identified with Baseline Care Plans, use
the probes below to assist in your investigation.

1 Was the baseline care plan developed and implemented within 48 hours cfiaxdnas

the facility?
1T Does the residentdos baseline care plan inc
o The residentédés initial goals for <care;

o The instructions needed to provide effective and petsatered care that meets

professional standards of quality care;

The r esi de rmeafihsandisaiatysmecdsa t e

Physician and dietary orders;

PASARR recommendations, if applicable; and
o Therapy and social services.

1T Was the baseline care plan revised and upd
until the comprehensive care plan was deped?

1 If the resident experienced an injury or adverse event prior to the development of the
comprehensive care plan, should the baseline care plan have identified the risk for the
injury/event (i.e., if risk factors were known or obvious)?

1 Did thefacility provide the resident and his or her representative, if applicable, with a
written summary of the baseline care plan that contained at least, without limitation:

o Initial goals of the resident;

O O O
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0 A summary of current medications and dietary instrunjo

0 Services and treatments to be providedmwanged bythe facility and personnel
acting on behalf of the facility; and

o Any updated information based on details of the admission comprehensive
assessment.

F656
8483.21(b) Comprehensive Care Plans
8483.21(b(1) The facility must developand implementa comprehensivepersonicentered
care plan for each residentconsistent with the resident rights set forth at §483.10(c)(2) and
8483.10(c)(3)that includes measurable objectives and tinfeamesto meeta resident's
medical, nursing, and mental and psychosocial needs that are identified in the
comprehensive assessment. The comprehensive care plan must describe the following
() The services that are to be furnished to attain or maintain the resident'sighest
practicable physical, mental, and psychosocial webleing as required under§483.24
§483.250r §483.40;and
(i) Any services that would otherwise be required undeg8483.24 8483.250r §483.40
but are not provided due to the resident's exercise afghts under 8483.10, including
the right to refuse treatment under 8483.10)(6).
(iif) Any specialized services or specialized rehabilitative services the nursing facility will
provide as a result of PASARR recommendations. If a facility disagrees wigh t
findings of the PASARR, it must indicate i
(iv)ln consultation with the réesident and th
(A) The residentbés goals for admission and
(B) The r es icdaadpbténsal far futeré discharge. Facilities must
document whether the residentdés desire to
and any referrals to local contact agencies and/or other appropriate entities, for
this purpose.
(C) Discharge plans in tB comprehensive care plan, as appropriate, in accordance
with the requirements set forth in paragraph (c) of this section.

INTENT 8483.21(b)

Each resident will have a persaentered comprehensive care plan developed and implemented

to meet hiotherpr ef er ences and goal s, and address the
and psychosocial needs.

DEFINITIONS §48321(b)

iResi denott ©se Go@as$i dent s desired outcomes and p
guide decision making during capganning.

fAilnterventionsd: Actions, treatments, procedures, or activities designed to meet an objective.

fiMeasurable®: The ability to be evaluated or quantified.

AObjectivéd. A° st at ement describing the regoaslts to be
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fiPersonrrcentered caré: means to focus on the resident as the locus of control and support the
resident in making their own choices and having control over their daily lives.

GUIDANCE 8§48321(b)

Through the care planning process, facility staff must work with the resident and his/her
representative, i f applicable, to understand
goals during their stay at the facility. The facility must establisbuthent and implement the

care and services to be provided to each resident to assist in attaining or maintaining his or her
highest practicable quality of life. Care planning drives the type of care and services that a

resident receiveslf care plannings not complete, or is inadequate, the consequences may
negatively iIimpact the residentdés quality of |
received.

Facilities are required to develop care plans that describe the resident's medical, nursing,

physical, mental and psychosocial needs and preferences and how the facility will assist in

meeting these needs and preferences. Care plans must include g@gstdit, measurable
objectives and ti meframes i n oardhes/herdoal(s)eval uat

Care plans mustbe perscnent er ed and reflect the residento
outcomes. Persecentered care means the facility focuses on the resident as the center of

control, and supports each resident in makimgdr her own choices. Pers@entered care

includes making an effort to understand what each resident is communicating, verbally and
nonverbally, identifying what is important to each resident with regard to daily routines and
preferredactivitiesandtavi ng an understanding of the resid
the nursing home.

Residentsd goals set the expectations for the
example, a resident admitted for rehabilitation may have thewiwlg goali A Recei ve t he
necessary care and services so that | may ret
have a goal of receiving the necessary care and services to meet needs they cannot

independently achieve, while maintaining as mudependence as possible. And yet another

resident or his or her representative, if applicable, may have a goal of receiving the necessary

care and services to keep the resident comfortable andffgrat the end of their life. Each of

these examples wiolbe supported by measurable objectives, interventions and timeframes

designed to meet each specific resident goal.

Measurable objectives describe t mdcaiieeps t owa

measured quanti fied, and/or verified. For exampl
replacement, will report adequate pain control (as evidenced by pai3abi a scale of-10)

t hroughout her SNF stay. o Faci |l iitdye nsttéasf f wi |
progress.

The comprehensive care plan must reflect interventions to enable each resident to meet his/her
objectives. Interventions are the specific care sevices thawill be implemented.
Interventions for the example above, relatedampmay include, but are not limited to:
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1 Evaluate pain level using pain scaleX0) 45 minutes after administering pain
medication;

1 Administer pain medication 460 minutes prior to physical therapy.

When developing the comprehensive care plan, fastéf§ must, at a minimum, use the
Mi ni mum Data Set (MDS) to assess the resident
status, and use of services.

If a Care Area Assessment (CAA) is triggered, the facility must further assess the resident to
determine whether the resident is at risk of developing, or currently has a weakness or need
associated with that CAA, and how the risk, weakness or need affects the resident.
Documentation regarding these ass@wletherort s and
not to proceed with care planning for each area triggered must be recorded in the medical

record.

There may be times when a resident risk, weakness or need is identified within the context of the
MDS assessment, but may not cause a CAAggeri The facility is responsible for addressing

these areas and must document the assessment of these risks, weaknesses or needs in the medical
record and determine whether or not to develop a care plan and interventions to address the

area. If the desion to proceed to care planning is made, the interdisciplinary team (IDT), in
conjunction with the resident and/ or resident
implement the comprehensive care plan and describe how the facility willatldrees r esi den't
goals, preferences, strengths, weaknesses, and needs.

NOTE: Although Federal requirements dictate the completion ofd®8éssments according to

certain time frames, standards of good clinical practice dictate that the climssgissment

process is more fluid and should be ongoifigpe lack of ongoing clinical assessment and
identification of c¢changes in condition, to me
assessments should be addressed at 483.35 Nursing Serviceg;divipétency and skills to

identify and address a change in condition), and the relevant outcome tag, such as 483.12 Abuse,
483.24 Quality of Life, 483.25 Quality of Careddor 483.40 Behavioral Health.

In some cases, a resident may wish to refuse nesgavices or treatments that professional staff
believes may be indicated to assist the resident in reaching his or her highest practicable level of
well-being or to keep the residentsafen s i t uati ons where a residen
treatment (e.g., due to preferences, maintain
or safety, the comprehensive care plan must identify the care or service being declineld, the ris

the declination poses to the resident, and efforts by the interdisciplinary team to educate the
resident and the representative, as appropri a
to address the identified risk/need should be documentbe icare plan.See guidelines at
8483.10(c)(6)F578)for additional guidance concerningh e r es i de mefuses deci si o
treatment.Additionally,a r e s dedisgonnbakirg) ability may decline over time. The facility

must determine how theresited s deci si ons may increase risks
residentdéds decision making capacity, and i nvo
representative, if applicable, in the care planning process.
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In addition to addressing pferences and needs assessed by the MDS, the comprehensive care
plan must coordinate with and address any specialized services or specialized rehabilitation
services the facility will provide or arrange as a result of PASARR recommendations. If the IDT

dsagrees with the findings of the PASARR, it m
record. The rationale should include an expl
needs are inconsistent with the PASARR recommendations and hesideat would benefit

from alternative interventions. The facility

preference for a different approach to achieve goals or refusal of recommended services.

Resident sd pr ef er enc aghouttmed stay, safdciitiesrslaoyld havea n g e t
ongoing discussions with the resident and resident representative, if applicable, so that changes
can be reflected in the comprehensive care plan.

The comprehensive care pl arefonfullgadischalgkerageaty a r e
as upon admission, to ensure that each resident is given every opportunity to attain his/her

highest quality of life. This encourages facilities to operate in a paezsatered fashion that

addresses resident choice andfprences.

INVESTIGATIVE SUMMARY AND PROBES 8§48321(b)

Use the Critical Element (CE) Pathway associated with the issue under investigation, or if there

is no specific CE Pathway, use the General Critical Element Pathway, along with the above
interpretiveguidelines when determining if the facility meets the requirements for, or
investigating concerns related to the facilit
Comprehensive Care Plan. If systemic concerns are identified with Comprehensive Care Plans,

use the probes below to assist in your investigation.

1 Does the care plan address tjoals, preferenceneedsandstrengthsf the resident,
including thosadentified in the comprehensive resident assessriteassist the resident
to attain or maintairhis or herhighestpracticable wellbeing and prevent avoidable
declin&

1 Are objectives and interventions persmentered, measurable, and do they include time
frames to achieve the desired outcomes?

1 Isthere evidence of resident and, if applical@igident representative participatioar(
attempts made by the facility to encourage participatiomjeveloping perseoentered,
measurable objectives and interventions?

1 Does the care plan describe specialized services and interventions to addressRPASAR
recommendations, as appropriate?

1 Is there evidence that the care plan interventions were implemented consistently across
all shifts?

1 Isthere a process in place to ensure direct care staff are aware of and educated about
the care plan interventions?

1 Detamine whether the facility has provided adequate information to the resident and
applicableresident representative so that he/she was able to make informed choices
regarding treatment and services.

1 Evaluate whethet he car e plan reflects the facility
addresare of the resident if he or she has refused treatment.
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POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION
For concerns regarding the delivery of care within professional stadsdaf practicesee
848321(b)(3)in F-tag F658.

I f the surveyor identifies concerns about the
personcentered, the surveyor should also review requirements at:
1 Resident assessment, 8483.20
1 Activities,8483.24(c)
1 Nursing services, 8483.35
1 Food and nutrition services, 8483.60
1 Facility assessment, §483.70(e)
Key Elements of Noncompliancg483.21(b)To cite deficient practice at F656, the surveyor's
investigation will generally show that the facilityfled to do one or more of the following:
Develop and implement a care plan that:
1 Is comprehensive and individualized;
T I's consistent with the residentés goals an
treatment;
1 Meets each of the medical, nursing, mental and psychosocial needs identified on the
residentds comprehensive assessment ;
1 Includes measurable objectives, interventions and timeframes for how staff will meet the
resident 6s needs.

Develop and implement ae plan that describes all of the following:

1 Resident goals and desired outcomes;

1 The care/services that will be furnished so that the resident can attain or maintain his/her

highest practicable physical, mental and psychosociatbeastig;

1 The specializ& services to be provided as a result of the PASARR evaluation and/or the
comprehensive assessment;
The residentds discharge plan and any refe
Refusals of care and action taken by facility staff to educate the resierésident
representative, if applicable, regardimdternativesand consequences.

T
T

DEFICIENCY CATEGORIZATION
Examples of Level 4, immediate jeopardy to resident health and safety, include, but are not
limited to:

1 A-resident has a known history of inappropriate sexual behaviors and aggressitire but
comprehensive ar e plan did not address the reside
or aggression which placed the resident and other residents in the faciligk&trri
serious physical and/or psychosocial injury, harm, impairment, or death

1 The facility failed to implement care plan interventions to monitor a resident with a
known history of elopement attempts, which resulted in the resident leaving the building
unsupervised, putting the resident at risk for serious injury or death.
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Examples of Level 3, actual harm that is not immediate jeopardy include, but are not limited
to:
1 The CAA Summary for a resident indicates the need for a care plan to be developed to
address nutritional risks in a resident who had poor nutritional intake. A care plan was
not developed, or the care plan interventions did not address the problems/risks
identified. The lack of interventions caused the resident to experience weight loss.
T Lack of care plan interventions to address
hallucinations resulted in psychosocial harm to the resident

Examples of Level 2, no &gal harm, with potential for than more than minimal harm, that is
not immediate jeopardy, include, but are not limited to:

1 During the comprehensive assessment, a resident indicated a desire to participate in
particular activities, but the comprehensiveca pl an di d not address
preferences for activities, which resulted in the resident complaining of being bored, and
sometimes feeling sad about not participating in activities he/she expressed interest in
attending.

1 Aninaccurate or incompte care plan resulteh facility staff providing one staff to
assist theesident, when the resident required the assistance of two staff, which had the
potential to cause more than minimal harm.

An example of Level 1, no actual harm with potential foomore than a minor negative
impact on the resident, includes, but is not limited to:
1 For one or more care plans, the staff did not include a measurable objective, which
resulted in no more than a minor negative impact on the involved residents.

F657

8483.21(b) Comprehensive Care Plans

§483.21(b)(2A comprehensive care plan must b&
(i) Developed within 7 days after completion of the comprehensive assessment.
(i) Prepared by an interdisciplinary team, that includesbut is not limited te-

(A) The attending physician.

(B) A registered nurse with responsibility for the resident.

(C) A nurse aide with responsibility for the resident.

(D) A member of food and nutrition services staff.

(E) To the extent practicable, the participation of the residentind the resident's
representative(s). An explanation must be
the participation of the resident and their resident representative is determined not
practicable for the devel opment of the re

(F) Other appropriate staff or professionaldn disciplines as determined by the
resident's needsor as requested by the resident.

(inReviewed and revised e interdisciplinary teamafter each assessmenncluding
both the comprehensive and quarterly reviegssassments.

INTENT of §483.21(b)(2)
To ensure the ti mel i rcentered, amprebensive care planjadcktont 6 s p
ensure that the comprehensive care plan is reviewed and revised by an interdisciplinary team
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composed of individuals who have knowledge of the resident and me#ds, and that each
resident and resident representative, if applicable, is involved in developing the care plan and
making decisions about his or her care.

DEFINITIONS
fiNon-physician practitioner (NPPR) is a nurse practitioner (NP), clinical nurseespalist
(CNS), or physician assistant (PA).

GUIDANCE 8483.21(b)(2)

Facility staff must develop the comprehensive care plan within seven days of the completion of

the comprehensive assessment (Admission, Annual or Significant Change in Status) and review
and revise the care Ayfltaeir ad & ehrmeamafthsesxr s rets® me n
assessment known as the Resident Assessment Instrument (RAI) or Minimum Data Set (MDS) as
required by 8483.20, except discharge assessmehts. newly admitted redents, the

comprehensive care plan must be completed within seven days of the completion of the
comprehensive assessment and no more than 21 days after admission.

As used in this requirement, Alnterdisciplina
appropriate, will work together to provide the greatest benefit to the resident. It does not mean

that every goal must have an interdisciplinary approach. The mechanics of how the

interdisciplinary teantlDT) meets its responsibilities in developing aterdisciplinary care plan

(e.g., a facego-face meeting, teleconference, written communication) is at the discretion of the

facility. In instances where an IDT member participates in care plan development, review or

revision via written communication, tiagitten communication in the medical record must
reflectinvolvemenbf the resident and resident representative, if applicable, and other members

of the IDT, as appropriate.

The I DT must, at a mini mum, consist of the re
and nurse aide with responsibility for the resident, a member of the food and nutrition services

staff, and to the extent possible, the resident and residergs@qative, if applicablelf the
attendingphysicianis unable to participate in the development of the care plan,, helfaje

del egate participation to an NPP who is invol
by state law, oarrangealternative methods giroviding input in the development and revision

of the care plan, such as eoe-one discussionwideoconferencingnd conference calls with

the IDT.

The determination of other appropriate staff or professionals participation in theshDdld be
based on the physical, mental and psychosocial condition of each resident. This includes an
appropriate level of involvement of physicians, nurses, rehabilitation therapists, activities
professionals, social workers, and other professionalsh sis developmental disabilities
specialists or spiritual advisor. Involvement of other individuals is dependent upon resident
request and/or needs.

Each residenitas theright to participate in choosing treatment options and mugivasthe
opportuniy to participaten the development, review and revision of his/her care. plan
Residents also hatbhe right to refuse treatment.
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Facility staff havea responsibility to assist residentsetayage in the care planning procegesy.,
helping residentsral residentrepresentativesf applicableunderstand the assessment and care
planning process; holding care planning meetings at the time of day when the resident is
functioning best; planning enough time for information exchange and decision making;
encalr agi ng aepresensaiive te pattidpsite in care planning attendcare planning
conferences

The facility must provide the resident and resident representative, if applicable with advance
notice of care planning conferences to enabkdent/resident representative participation.
Resident and resident representative participation in care planning can be accomplished in
many forms such as holding care planning conferences at a time the resident representative is
available to participg&e, holding conference calls or video conferencing

Facilities are expected to facilitate the res
participation in the care planning process. There are limited circumstances in which the

inclusionof the resident and/or resident representative may not be practicable (or feasible). An
example may be the case of a severely cognitively impaired resident who is unable to understand
or participate in care pl an dvesdoednotpespendto, and
facility attempts to make contact. If the facility determines that the inclusion of the resident

and/or resident representative is not practicable, documentation of the reasons, including the

steps the facility took to include thesrdent and/or resident representative, must be included in

the medical record.

While Federal regulations 8483.10(cae f f i rm t he residentds right t
request and/or refuse treatment, the regulations do not create therighesident oresident
representativef applicable to demand that the facility use specific medical interveation

treatmend that the facility deemsot medically necessary and/or reasonable.

The residentds car e plaasessmentsas regoied by 8483.20, weapt a f t
discharge assessments, and revised based on changing goals, preferences and needs of the
resident and in response to current interventions.

NOTE: Although Federal requirements dictate the completion ofd@8éssments according to

certain time frames, standards of good clinical practice dictate that the clinical assessment

process is more fluid and should be ongoiiite lack of ongoing clinical assessment and

identification of changes in condition,tomeeh e r esi dent 6s needs bet wee
assessments should be addressed at 483.35 Nursing Services, F726 (competency and skills to
identify and address a change in condition), and the relevant outcome tag, such as 483.12 Abuse,
483.24 Quality of Life, 83.25 Quality of Care, and/or 483.40 Behavioral Health.

For concerns related to the residentds rights
her care, see requirements at 8483.10(c).
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INVESTIGATIVE SUMMARY AND PROBES §483. 21(b)(2)

Use theCritical Element (CE) Pathway associated with the issue under investigation, or if there

is no specific CE Pathway, use the General Critical Element Pathway, along with the above
interpretive guidelines when determining if the facility meets the requitsrfanor
investigating concerns related to the facilit
resident involvement in the development of the Comprehensive Care Plan. If systemic concerns
are identified with timeliness and IDT/resident involeamn the development of

Comprehensive Care Plans, use the probes below to assist in your investigation.

1 Was a comprehensive plan of care developed within seven days of completion of the
residentds comprehensive assessment?

1 Isthere evidence gfarticipation in the care planning process by required IDT
members?

1 Ask required members of the IDT how they participate in the development, review and
revision of care plans.

1T Based on the residen
expertise utilized t

For example:

a. Did an occupational therapistcommenaeeded adaptive equipment or a speech
therapist provide techniques to improve swallowing ability?

b. Did the dietitian and speech therapist determine the optimum textures and consistency for
the residentds food t bompatiblesi tnhuttrh e i roemsil d e/nt
oropharyngeal capabilitiesd food preferenc@s

1 Is thereevidence ofttendingphyscianinvolvement in development of the care plan
(e.g., presence at care plan meetings, conversations with team members concerning the
care plan, conference calls, written communication)?

1 How do staffmake an effort to schedule care plan meetings atdbietine of the day for
residents and applicable, the residenepresentatives?

1 How dostaff make theare planprocess understandable to the residewt resident
representative, if applicabfe

1 Ask theresident and resident representativegpiplicable if he or she actively
participates in the care planning process? If not, what have been the barriers to
participation?

1 Ask the resident and if applicable, the resident representative if he or she has requested
the participation of additional idividuals care planning process. If so, was the request
respected?

1 In what ways does staff involve the resident déraghplicable, theesident representative
in care planning® staff determine that the resident and/or resident representative
involvemenin care planning is not practicable, is the reason and the steps the facility
took to include the resident and/or resident representative documented in the medical
record?

1 Is thereevidence that the care plan is evaluated for effectiveness and revieadinip
each required assessment, except discharge assessments, and as needed?

A

0 goal s pamd esse dn,al s
vel

t 0s
o de op a plan to im
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DEFICIENCY CATEGORIZATION
An example of Level 4, immediate jeopardy to resident health or safety, includes, but is not
limited to:
T The resi dent 6 gevisedfoll@vingd smnificantzange assessment which
identified an occurrence of residetat resident sexual abuse, placing the abused resident
and othemesidentsat risk for serious injury, impairment or death.

An example of Level 3, actual harm that is nmbmediate jeopardy includes, but is not limited
to:

1 The facility failed to develop the comprehensive care plan within seven days of
completion of the comprehensive assessment. This resulted in the resident sustaining a
laceration requiring stitches due & fall because appropriate fall prevention
interventions were not implemented timely.

Examples of Level 2, no actual harm with potential for than more than minimal harm that is
not immediate jeopardy, include, but are not limited to:

1 Residents and theiepresentatives, if applicable, are not routinely invited to participate
in care planning. While the resident did not experience an actual decline in physical,
mental, or psychosocial functioning and continued to meet goals established on the care
plan,the care plan goals did not show evidence of resident and if applicable, the resident
representative input, having the potential for more than minimal harm.

1 Directc ar e staff were not made aware of revi s
for threedays to assist the resident in brushing his teeth. This resulted in staff not
assisting the resident with brushing his teeth for three days, and the resident did not
suffer actual harm.

Examples of Level 1, no actual harm with potential for no more tha minor negative impact
on the resident, include, but are not limited to:
f Care plan was not reviewed by the | DT afte
indicateda mi nor change in the residentbds statu
1 A required member of the IDT did not participaten devel opment of t he
plan, which had no more than a minor negative impact to the resident.

F658
8483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facilityas outlined by the comprehensive care
plan, mustd
(i) Meet professional standards of quality.

INTENT 8483.21(b)(3)(i)
The intent of this regulation is to assure that services being provided meet professional standards
of quality.

GUIDANCE 8483.21(b)(3)(i)
AProfessional st athaleare drsiseroides agep@videdtagcordingoa n s
accepted standards of clinical practice. Standards may apply to care provided by a particular
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clinical discipline or in a specific clinical situation or setting. Standards regarding quality care
practices may® published by a professional organization, licensing board, accreditation body or

other regulatory agency. Recommended practices to achieve desired resident outcomes may also

be found in clinical literature. Possible reference sources for standandstid¢ginclude:

1 Current manuals or textbooks on nursing, social work, physical therapy, etc.

1 Standards published by professional organizations such as the American Dietetic
Association, American Medical Association, American Medical Directors Association,
American Nurses Association, National Association of Activity Professionals, National
Association of Social Work, etc.

1 Clinical practice guidelines published by the Agency for Healthcare Research and
Quality.

T Current professional journal articles.

NOTE: Although Federal requirements dictate the completion ofd@8éssments according to
certain time frames, standards of good clinical practice dictate that the clinical assessment
process is more fluid and should be ongoiiige lack of ongoing clinicalssessment and

identification of c¢changes in condition, to me
assessments should be addressed at 483.35 Nursing Services, F726 (competency and skills to
identify and address a change in condition), and the relemattome tag, such as 483.12 Abuse,

483.24 Quality of Life, 483.25 Quality of Care, and/or 483.40 Behavioral Health..

PROCEDURES AND PROBES 84821(b)(3)(i)

There is no requirement for the surveyor to cite a reference or source (e.g., current textbooks,
professional organizations or clinical practice guidelines) for the standard of practice that has

not beerfollowed relatedo care and servicgsrovided withinprofessional scopes of practice,

such as failure of nursing staf fHolever, ngasess s a
where the facility provides a reference supporting a particular standard of practice for which the
surveyor has concern)e surveyor must provide evidence that the standard of practice the

facility is using is not upo-date, widely accepted, or supported by recent clinical literature.

Such evidence should include a citation for the reference or source (e.g., curremkextb

professional organizations or clinical practice guidelines) for the current standard of practice

from which facility deviated.

If a negativeor potentially negative e si dent outcome is determined
failure to meet priessional standards and the team determines a deficiency has occurred, it
shouldalsobe cited under the appropriate quality of care or other relevant requirément.
example, if a resident develops a pleddssure in

provide care in accordance with professional standards of quality, the team should cite the
deficiency at both F658 and F686 (Skin Integrity).
1 Do the services provided or arranged by the facility, as outlined in the comprehensive
care plan, refect accepted standards of practice?
1 Are the references for standards of practice, used by the facility, up to date, and accurate
for the service being delivered?
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KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F658, the surveyor's investigation will generally show that the
facility did one or more of the following:
T Provided or arranged for services or care that did not adhere to accepted standards of
quality;
T Provided a service or care when the accepted standards of quality dictate that the service
or care should not have been provided,
1 Failed to provide or arrange for services or care that accepted standards of quality
dictate should have been provided.

F659
8483.21(b)(3) Comprehensive Care Plans
The services provided or arranged by the facilityas outlined by the comprehensive care
plan, mustd
(if) Be provided by qualified persons in accordance with each resident's written plan of
care.
(i) Be culturally-competent and traumianformed.
[8483.21(b)(iii) will be implemented beginning November 28, 2019 (Phase 3)]

GUIDANCE 8483.21(b)(3)(ii)

The facility must ensure that services provided or arranged are delivered by individuals who
have he skills, experience and knowledge to do a particular task or activity. This includes
proper licensure or certification, if required.

PROCEDURES ANDPROBES §48321(b)(3)(ii)
NOTE: Provision of services by qualified individuals would be cited here, but implementation of
the care plan would be cited in F656.
T Are the services identified in the comprehensive care plan being provided by qualified
persons?
1 Do staff assigned to thresident have the skills, experience and knowledge to provide
care and services that meet the residentos

DEFICIENCY CATEGORIZATION
An example of Level 4, immediate jeopardy to resident health or safety includes, but is not
limited to:
1 The facility had no qualified staff on duty knowledgeable or competent in how to care for
a resident with a tracheostomy, posing a risk for serious injury, harm, impairment or
death for the resident.

An example of Level 3, actual harm that is nmbmediate jeopardy includes, but is not limited
to:
T The facility wutilized a staff member who w
according to the residentds care plan, r1es
bruising, swelling, pain and desased ability to use the arm after the blood draw
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An example of Level 2, no actual harm with potential for than more than minimal harm that
is not immediate jeopardy includes, but is not limited to:

1 The facility failed to ensure staff were qualifiegorform blood pressure (BP) readings.
During survey, staff were observed taking and reporting resident BPs that were
abnormal. After further investigation, it was determined that staff were using the
incorrect size BP cuff, yielding inaccurate BP readingsulting in the potential for
more than minimal harm.

Non-compliance with this regulation places the resident at risk for more than minimal harm.
Therefore, Severity Level 1 does not apply for this regulatory requirement.

F660
8483.21(c)(1Discharge Planning Process
The facility must develop and implement an effective discharge planning process that focuses

on the residentdéds discharge goals, the prepar
effectively transition them to postischargecare, and the reduction of factors leading to
preventable readmissions. The facilitybs disc

the discharge rights set forth at 483.15(b) as applicable@nd
() Ensure that the discharge needs of each residerd mlentified and result in the
development of a discharge plan for each resident.
(i) Include regular re-evaluation of residents to identify changes that require modification
of the discharge plan. The discharge plan must be updated, as needed, to th#iset
changes.
(iii) Involve the interdisciplinary team, as defined by §483.21(b)(2)(ii), in the ongoing
process of developing the discharge plan.
(iv) Consider caregiver/ support person avail
caregi ver 06s/ s u gityand tapapikiytsperfornseguired @greaas part
of the identification of discharge needs.
(v) Involve the resident and resident representative in the development of the discharge
plan and inform the resident and resident representative of the firlahp
(vi) Address the residentés goals of <care an
(vii) Document that a resident has been asked about their interest in receiving information
regarding returning to the community.
(A) If the resident indicates an interest ireturning to the community, the facility must
document any referrals to local contact agencies or other appropriate entities made
for this purpose.
(B) Facilities must update a residentbds <co
appropriate, in respose to information received from referrals to local contact
agencies or other appropriate entities.
(C) If discharge to the community is determined to not be feasible, the facility must
document who made the determination and why.
(viii) For residents whaare transferred to another SNF or who are discharged to a HHA,
IRF, or LTCH, assist residents and their resident representatives in selecting a post
acute care provider by using data that includes, but is not limited to SNF, HHA, IRF,
or LTCH standardizedgatient assessment data, data on quality measures, and data on
resource use to the extent the data is available. The facility must ensure that the post
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acute care standardized patient assessment data, data on quality measures, and data on

resourceuseisel evant and applicable to the reside
preferences.

(i x) Document, complete on a timely basis ba
clinical record, the evalwuation ofanthe res

The results of the evalwuation must be disc
representative. All relevant resident information must be incorporated into the

discharge plan to facilitate its implementation and to avoid unnecessary delays in the
resilent 6s di scharge or transfer.

INTENT 8483.21(c)(1)

This requirement intends to ensure that the facility has a discharge planning process in place

whi ch addresses each residentds discharge go
referrals to localcontact agencies, as appropriate, and involves the resident and if applicable,

the resident representative and the interdisciplinary team in developing the discharge plan.

DEFINITIONS §483.21(c)(1)

fiDischarge Planning: A process that generally begios admission and involves identifying

each residentds discharge goals and needs, d
address them, and continuously evalwuating th
successful discharge.

fiHome Health Agery (HHA)O: a public agency or private organization (or a subdivision of

either) which is primarily engaged in providing skilled nursing services and other therapeutic
services in the patientodés home and mhets t he
Social Security Act.

Alnpatient Rehabilitation Facility (IRF)0: are freestanding rehabilitation hospitals or
rehabilitation units in acute care hospitals that serve an inpatient population requiring intensive
services for treatment.

fiLocal Contat¢ Agency:r ef er s t o e a c lcomaunitytcentact agdneissithgtcaant e d
provide individuals with information about community living options and available supports and
services. These local contact agencies may be a single entry point agen@s anchging and
Disability Resource Center (ADRC), an Area Agency on Aging (AAA), a Center for Independent
Living (CIL), or other state designated entities.

fiLong Term Care Hospital (LTCH): are certified as acuteare hospitals, but focus on
patientswho, on average, stay more than 25 days. Many of the patients in LTCHs are
transferred there from an intensive or critical care unit. LTCHs specialize in treating patients
who may have more than one serious condition, but who may improve with timegrahda
return home.

APatient Assessment Data standardized, publicly available information derived from a post
acute care provideroés patient/resident assess
Outcome and Assessment Information Set (OASIS).
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GUIDANCE 8§483.21(c)(1)

Discharge Planning

Discharge planning is the process of creating an individualized discharge care plan, which is

part of the comprehensive care plan. It involves the interdisciplinary team (as defined in
8483.21(b)(2)(ii) working vih the resident and resident representative, if applicable, to develop
interventions to meet the residentds discharg
transition from the facility to the poslischarge setting. Discharge planning begins at

admssi on and is based on the residentds assess
and the residentdés capacity for discharge. I
condition, which may impact the discharge plan, warranting renssto interventions. A well

executed discharge planning process, without avoidable complicat@emizegach

residentds potential to Iimprove, to the exten
inadequate discharge planning processsn compl i cate t he residentds
admi ssion to a hospital, or even result in th

The discharge care plan is part of the comprehensive care plan and must:
1 Be developed by the interdisciplinary team and involve dagetmunication with the
resident and if applicable, the resident representative;

T Address the residentdés goals for care and
1 Identify needs that must be addressed before the residebeadischarged, such as

resident educationghabilitation, and caregiver support and education;
1 Bereeval uated regularly and updated when the
1T Document the residentds interest in, and a
1 Identify postdischarge needs sh as nursing and therapy services, medical equipment

or modifications to the home, or ADL assistance

Resident Discharge to the Community

Section Q of the Minimum Data Set (MDS) requires that individuals be periodically assessed for
their interest in bimg transitioned to community living, unless the resident indicates otherwise.

See https://www.cms.gov/Medicare/Qualilyitiatives-PatientAssessment
Instruments/NursingHomeQualityInits/NHQIMDS30TrainingMaterials.html

For residents who want to be discharged to the community, the nursing home must determine if
appropriate and adequateigports are in place, including capacity and capability of the
residentds caregivers at home. Family member
representative should be involved in this det
the residents unable to participate in the discharge planning process.

Each situation is unique to the resident, his/her family, and/or guardian/legally authorized
representative. A referral to the Local Contact Agency (LCA) may be appropriate for many
individuals who could be transitioned to a community setting of their choice. The nursing home

staff is responsible for making referrals to the LCA, if appropriate, under the process that the

State has established. Nursing home staff should also make the resuaidrdaplicable, the

resident representative aware that the local ombudsman is available to provide information and
assist with any transitions from the nursing home.

For residents who have been in the facility for a longer time, it is still importangtore, as

appropriate, whether the resident would like to talk with LCA experts about returning to the
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community. New or improved community resources and supports may have become available
since the resident was first admitted which may now enables$igent to return to a community
setting.

If the resident is unable to communicate his or her preference or is unable to participate in
di scharge planning, the information should be

Discharge planning mustclude procedures for:
1 Documentation of referrals to local contact agencies, the local ombudsman, or other
appropriate entities made for this purpose;

1 Documentation of the response to referrals; and
1 For residents for whom discharge to the communitytieges determined to not be
feasible, the medical record must contain information about who made that decision and
the rationale for that decision.
Di scharge planning must identify the discharg

health andsafety needs, as well as preferences. If a resident wishes to be discharged to a setting
that does not appear to meet his or her gistharge needs, or appears unsafe, the facility must
treat this situation similarly to refusal of care, and must:
1 Discus with the resident, (and/or his or her representative, if applicable) and document
the implications and/or risks of being discharged to a location that is not equipped to
meet his/her needs and attempt to ascertain why the resident is choosing thahjocati
1 Document that other, more suitable, options of locations that are equipped to meet the
needs of the resident were presented and discussed;
1T Document that despite being offered other
the resident refused the@®ther more appropriate settings;
1 Determine if a referral to Adult Protective Services or other state entity charged with
investigating abuse and neglect is necessary. The referral should be made at the time of
discharge.

As appropriate, facilities shodlfollow their policies, or state law as related to discharges which
are Against Medical Advice (AMA).

Residents who will be discharged to another SNF/NF, HHA, IRF, or LTCH

If a resident will be discharged to another SNF, an IRF, LTCH, or HHA, thetyagilist assist

the resident in choosing an appropriate past ut e car e provider that wi
needs, goals, and preferences. Assisting the resident means the facility must compile available

data on other appropriate pesicute care optiont present to the resident. Information the

facility must gather about potential receiving providers includes, but is not limited to:

1 Publicly available standardized quality information, as reflected in specific quality
measures, such as the CMS Nurditgne Compare, Home Health Compare, Inpatient
RehabilitationFacility (IRF) Compare, and Lorgerm Care Hospital (LTCH) Compare
websites, and

1 Resource use data, which may include, number of residents/patients who are discharged
to the community, and rates$ potentially preventable hospital readmissions.
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The | isting of potenti al providers and data c
be aligned with the residentbés goals of care
Facilities must also comply with Section 1128B of the Social Securifthaétederal Anti
Kickback statute) when making referrals to ot
knowing and willful offer, payment, solicitation, or receipt of ampuaeration, in cash or in

kind, to induce or in return for referring an individual for the furnishing or arranging of any

item or service for which payment may be made
https://www.cms.gov/Medicaidedicaid Coordination/FraudPrevention/Medicaidntegrity-
Education/Downloads/fwiawsresourcequide.pdf

In order to emphasizesident involvement, facilities are expected to present provider

information to the resident and resident representative, if applicable, in an accessible and
understandable format. For example, the facility should provide the aforementioned quality data
onotherposecut e care providers that meet the resic
are within the residentds desired geographic
resident representative as they seek to understand the datsaitda help them choose a post

acute care provider, or other setting for discharge, that is best suited to their goals, preferences,
needs and circumstances. For residents who are discharged to another SNF/NF, a HHA, IRF,

or LTCH the facility must prodie evidence that the resident and if applicable, the resident
representative was given provider information that includes standardized patient assessment

data, and information on quality measures and resource use (where that data is available).

POTENTIAL TAGS FOR ADDITIONAL INVESTIGATION

F624: For concerns related to the immediate orientation and preparation necessary for a
transfer which does not require discharge planning, such as transfers to a hospital emergency
room or therapeutic leave.

Summary of Investigative Procedures

Use the Community Discharge Critical Element (CE) Pathway, along with the above interpretive
guidelines when determining if the facility meets the requirements for, or investigating concerns
rel at ed t aequirénent fo devdlop and in@esnent an effective discharge planning
process.

Briefly review the most recent comprehensive assessments, comprehensive care plan

(specifically the discharge care plan), progress notes, and orders to identify whetherlitye faci

has i dentified and addressed the residentods g
guide observations and interviews to be made in order to corroborate concerns idetitified.

there are concerns related to systematic discharge planniisgntiy trigger a review of the
nursing homeds policies and procedures for di

NOTE: Always observe for visual cues of psychosocial distress and harm (see Appendix P,
Guidance on Severity and Scope Levels and Psyclab§agicome Severity Guide).

DEFICIENCY CATEGORIZATION
An example of Level 4, immediate jeopardy to resident health or safety, includes, but is not
limited to:
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1 The facility failed to ensure that the passcharge destination and continuing care
provider could meet the residentds needs p
feeding tube to a residential group facility. The surveyor discovered that witthiouzd
of discharge, the resident was transferred to the hospital for aspiration, was intubated for
respiratory distress and diagnosed with brain death. Review of medical records showed
no documentation of the r esiepan briveetherube f e
the nursing home informed the receiving facility of the presence of the feeding tube and
the need for aspiration precautions. It was also unclear whether the nursing home had
determined that the receiving facility had the ability to darea resident with a feeding
tube prior to placement of the individual.

Examples of level 3, actual harm that is not immediate jeopardy include, but are not limited to:

1 The facility failed to develop and/or implement a discharge care plan for a nésuth®
had expressed a desire to return home as soon as possible once she completed
rehabilitation for a fractured hip. The medical record revealed the therapist had
discontinued the active treatment one week ago. The resident stated and the medical
recard verified that the facility had not developed plans for her care after her discharge
and had not contacted any community providers to assist in her discharge. She indicated
that she has not slept well due to worrying about returning to her home antgbagi
rent while in the facility. The residentod
depressed over having to remain in the nursing home, and spent most of the day in her
room as it was too far for her friends to visit.

1 A facility failed to develop discharge plans to meet the needs and goals of each resident,
resulting in significant psychosocial harm, when the facility determined it would be
closing, necessitating the discharge of all residents. The facility notifsgderdgs and
resident representatives it would assist with relocation. Interviews with residents and
observations showed residents were agitated, fearful, and in tears over the impending
move. Residents indicated they were not asked their preferencesiayavould be
relocated far away from family. Residents also indicated they were not given
opportunities to provide input into the discharge planning process, specifically regarding
discharge location. Record review showed no evidence of interactioresidients or
resident representatives related to discharge planning. This was@fessnced and
cited at F845, Facility Closure.

An example of Level 2, no actual harm with potential for than more than minimal harm that
is not immediate jeopardy, incties, but is not limited to:
1 Facility failed to develop a discharge care plan that addressed all of the needs for a

resident being discharged home. Specifically, the care plan did not address the
residentds need for an oxygen concentrator
his home, a family member had to contact the physician to obtain the order and make
arrangements for delivery of the equipment. Although there was a delay in obtaining the
oxygen concentrator, the resident did not experience harm, however thtsoladelay
had a potential for compromi si rgngt he resid

Severity Level 1 does not apply for this regulatory requiremditie failure of the facility to
provide appropriate discharge assessment and
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and goals at the time of discharge from the nursing home and to ensure communication of
necessary information for a safe transitidncare places the resident at risk for more than
minimal harm.

F661
8483.21(c)(2) Discharge Summary
When the facility anticipates discharge, a resident must have a discharge summary that
includes,but is not limited to, the following
(i) A recapitulation of the resident's staythat includes, but is not limited to, diagnoses,
course of illness/treatment or therapy, and pertinent lab, radiology, and consultation
results.
(i) A final summary of the resident's status to include items in paragrapliib)(1) of
8483.204at the time of the discharge that is available for release to authorized
persons and agencies, with the consent of
(i) Reconciliation of allpred i schar ge medi cati owischaget h t he r
medications (both prescribed and ov#re-counter).
(iv) A post-discharge plan of care that is developed with the participation of the resident
and,wi t h the residentds ¢ ons whichwilassistgher esi den
resident to adjust to his or her new living environment.The postdischarge plan of
care must indicate where the individual plans to reside, any arrangements that have
been made for the resi dedmstharge mkedichlbndmenup <car
medical services

INTENT of 8§48321(c)(2)
To ensure the facility communicates necessary information to the resident, continuing care
provider and other authorized persons at the time of an anticipated discharge.

DEFINITIONS 8483.21(c)(2)
fAnticipated Discharge: A dischargghatispl anned and not due to the
emergency (e.g., hospitalization for an acute conditioemergency evacuatipn

AContinuing Care Provided: The entity or person who will assume responsibility for the
resi dent 0 s hacge. rThis ircludeslicensdd faxiities, agencies, physicians,
practitioners, and/or other licensed caregivers.

fiRecapitulationof Stag: A conci se summary of the resident
the facility.

AiReconciliation ofMedication®: A process of comparing pischarge medications to pest
discharge medications by creating an accurate list of both prescription and over the counter
medications that includes the drug name, dosage, frequency, route, and indication torthise f
purpose of preventing unintended changes or omissions at transition points in care.
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GUIDANCE §48321(c)(2)

Overview
The discharge summary provides necessary information to continuing care providers pertaining
to the course of treatment while the resident

after discharge. A discharge summary must include an accanateurrent description of the
clinical status of the resident and sufficiently detailed, individualized care instructions, to ensure
that care is coordinated and the resident transitions safely from one setting to another. The
discharge summary may hekduce or eliminate confusion among the various facilities,

agencies, practitioners, and caregivers invol
In the case of dischargetoanonn st i t uti onal setting such as th
dischargesummaryyi t h t he resi dentdés conbmsht, to the r

physicians/practitioners allows the resident to receive continuous and coordinated,-person
centered care.

For residents who are being discharged from the facility to another health calit/fdbe
discharge summary enables the receiving facility to provide appropriate and timely care. The
medical record must identify the receiving facilities for which or physicians/practitioners to
whom the discharge summary is provided.

Content of the Dscharge Summary

Recapitulation of Residentds Stay
Recapitulation of the residentdos stay describ
in the facility. The recapitulation includes, but is not limited to, diagnoses, course of iliness,
treatment, anbbr therapy, and pertinent lab, radiology, and consultation resuitduding any

pending lab results.

Final Summary of Resident Status

I n addition to the r ecthgdisdharge aummasymugsiihcludehe r e s i
finalsuitmary of the residentds status which 1 ncl uc
comprehensive assessment identifieg483.20(b)(1)(i)i (xviii) Comprehensive Assessment.

This is necessary to accurately describe the current clinical status of the resident. Items
required to be in the final summary of the re
Identification and demographic information;

Customary routine;

Cognitive patterns;

Communication;

Vision;

Mood and Behavior patterns;

Psychosocial welbeing;

Physical functioning and structural problems;

Continence;

Diseaseadiagnosesnd health conditions;

Dental andnutritional status

Skincondition;

Activity pursuit;

= =2 =0 _0_9_9_9_9_9_-29_-2._-2_-2-
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Medications;

Special treatments and procedures;

Discharge planning (as evidenced by most recent discharge care plan);,
Documentation of summary information regarding the additional assessment performed
on the care areas trigged by the completion of the MDS; and

1 Documentation of participation in assessment. This refers to documentation of who
participated in the assessment process. The assessment process must include direct
observation and communication with the resident, as well as communication with
licensed ad nonlicensed direct care/direct access staff members on all shifts.

== =4 =4 =4

NOTE: In addition to the above, pursuant to 8483.15(c)(2)(iii), the facility (transferring nursing
home) must convey the following information to the receiving provider when a tdasiden
discharged (or transferred) from that facility:

1 Contact information of the practitioner (at the transferring nursing home) responsible for
the care of the resident;
Resident representative information, if applicable, including contact information;
Advance directive information;
All special instructions or precautions for ongoing care, as appropriate;
Comprehensive care plan goals; and
All other necessary information, including
consistent with 483.21(c)(2k applicable, and any other documentation, as applicable,
to ensure a safe and effective transition of care.

= =2 =4 -4 A

For concerns related to the above, see guidance at F622, §483.15(c)(2)(iii).

Timing of the Discharge Summary

The discharge summary contairecessary medical information that the facility must furish

the time the resident leaves the facility the receiving provider assuming responsibility for the
residentds care after discharge. The darscharg
electronic format, if the provider assuming r
to receive and use the discharge summary in electronic format. Delays in preparing and

forwarding the discharge summary hinder the coordination requogatovide optimal care to

the resident. The medical record must contain the discharge summary information and identify

the recipient of the summary.

NOTE: In situations where there is no continuing care provider (e.g., resident has no primary
care physician in the community), the facility is expected to document in the medical record
efforts to assist the resident in locating a continuing care provider.

Reconciliation of Medications Prior to Discharge

A residentés discharge medications may differ
residing in the facility. Facility staff must compare the medications listed in the discharge

summary to medicationbé resident was taking while residing in the nursing home. Any
discrepancies or differences found during the reconciliation must be assessed and resolved, and

the resolution documented in the discharge summary, along with a rationale for any changes.

For example, a resident who was receiving rehabilitative services may have required antibiotic
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therapy postoperatively but does not need to continue the antibiotic at home. The
discontinuation of the medication should be documented in the discharge summary.

Discharge instructions and accompanying prescriptions provided to the resident and if
applicable, the resident representative must accurately reflect the reconciled medication list in
the discharge summary.

PostDischarge Plan of Care
Thepostdischarge plan of care details the arrangements that facility staff have made to address
the residentds needs after discharge, and i nc
her representative, if applicable. The pdsicharge plan of ca& must be developed with the
participation of the Interdisciplinary team a
residentds representative. At the residentos
may also be included in thewkelopment of the pedischarge plan of care. The padischarge
plan of care should show what arrangements have been made regarding:

1 Where the resident will live after leaving the facility;

1 Follow-up care the resident will receive from other providersda t hat provi der ¢

contact information;

1 Needed medical and nanedical services (including medical equipment);

1 Community care and support services, if needed; and

1 When and how to contact the continuing care provider.

Instructions to residents discharged home

For residents discharged to their home, the medical record should contain documentation that
written discharge instructions were given to the resident and if applicable, the resident
representative. These instructions must be discussed withstlereand resident

representative and conveyed in a language and manner they will understand.

KEY ELEMENTS OF NONCOMPLIANCE
To cite deficient practice at F661, the surveyor's investigation will generally show that the
facility failed to do one or more difie following:
1 Prepare a discharge summary that includes all of the following:
o A recapitulation (containing al/l required
o A final summary of the residentodos status
8483.20(b)(1));
o A reconciliation of all pre anghost dischargenedications;
o A discharge plan of care (containing all required componemts);
T Reconci |l e t hdechargesnedicaions With hispher passcharge
medicationspr
1 Convey the discharge summary to tloatinuing care provider or receiving facility at the
time of discharge

DEFICIENCY CATEGORIZATION
An examples of Level 4, immediate jeopardy to resident health or safety, includes, but is not
limited to:
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1 A-resident experienced a stroke during the SN ahd was started on Coumadin.
The resident was then discharged to another facility but the discharge summary did
not include the new orders for Coumadin and PT/INR monitoring. The receiving
facility did not start the resident on Coumadin and the regid&perienced another
stroke.

An example of level 3, actual harm that is not immediate jeopardy includes, but is not limited
to:

1 Review of a discharge summary for a discharged resident showed that the discharge
summary did not contain necessarym f or mati on about the reside
needs and arrangements for wound care after discharge. Investigation showed that the
resident did not receive appropriate wound care at home because details of wound care
received in the facility were notcor ey ed i n the discharge s umm:
failure to provide instructions for the care of the wound in the discharge summary
i nformation caused the residentds wound to
hospital.

An example of Level 2, nactual harm with potential for than more than minimal harm that
is not immediate jeopardy, includes, but is not limited to:
1 Aresident was discharged to another facility closer to her family. The transferring

facility did not send a complete dischargensnary to the receiving facility until one
week after the resident was admitted to the new facility. The receiving facility had to take
additional time and use multiple sources to verify medications and other medical orders
while waiting for a complete difarge summary. This placed the resident at risk for
more than minimal harm due to the potential for inaccuracies in medication and other
orders while waiting for a complete discharge summary.

An example of Level 1, no actual harm with potential for no redhan a minor negative
impact on the resident, includes, but is not limited to:

T The failure of the facility to provide in i
recent laboratory results (which were normal). This resulted in no negatiaxirigpthe
resident.
F675

§ 48324 Quality of life

Quiality of life is a fundamental principle that applies to all care and services provided to

facility residents. Each resident must receive and the facility must provide the

necessary care and services to attain or maintain the highest practicable physical, mental,

and psychosocial wetbeing,c onsi st ent wicdmprehensiee assessmertand t 0 s
plan of care.

INTENT
The intent of this requirement is to specify thelfacit y 6s responsi bility to
environment t hat humani zes and individuali zes

1 Ensuring allstaff, across all shifts and departments, understand the principles of quality
of life, and honor and support these principles for each resident; and
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1 Ensuring that the care and services provided are pecsmered, and honor and
support each residentodos preferences, choic

DEFINITIONS 8483.24

fiPerson Centered Catel For the purposes of this subpart, perstentered care mearns

focus on the resident as the locus of control and support the resident in making their own choices
and having control over their daily lives. (Definition§483.5)

A P e r v aFsrithe puposes of this guidance, pervasive means spread througiveddsad
within every part of something.

AQual it yhAnofi nldii fve a u a tbéirg, leved & sasskactian fvith Wwie dndl feeling
of selfworth and seHesteem. For nursing home residents, this includes a basic sense of
satisfaction with oneself, the environment, the care received, the accomplisbhusised
goal s, and control over oneb6s |ife. o

GUIDANCE 848324

Noncompliance at F675 identifies outcomes which rise to the level of immediate jeopardy and
refl ect an environment of pervasive disregard
This can include the cumulative effect of noncompliance at otlyatatory tags on one or more

residents. To cite noncompliance at F675, the survey team must have evidence that outcomes at
other regulatory tags demonstrate a pervasive disregard for the principles of quality of life.

Principles of Quality of Life
According to the 1986 Institute of Medicine (
t

I
y

Care in Nursing Homes, 0 principles of Qual:
1 A sense of welbeing, satisfaction with life, and feeling of selfrth and seHesteem; and
1 A serse of satisfaction with oneself, the environment, the care received, the
accomplishments of desired goals, and cont

The report also identified that a sense of vibeling, seHesteem, and selforth was enhanced by

personal control wer choices, such as mealtimes, activities, clothing, and bedtime; privacy
during visits, and treatments; and Aopportuni
recreational or other social activities. Based upon the regulatory requirement sttading

guality of life is an overarching principle that applies to all care and services, the principles as
identified in the | OM report above, will be u
life is being supported and or enhanced. Refer ®lihk for the entire IOM report:
https://www.ncbi.nlm.nih.gov/books/NBK217548/#ddd00037

Facilities must create and sustain an environmemtat humani zes and pr omot
well-being, and feeling of selorth and selesteem. This requires nursing home leadership to
establish a culture that treats each resident with respect and dignity as an individual, and

addresses, supportsid/or enhances his/her feelings of sedrth including personal control

over choices, such as mealtimes, activities, clothing, and bedtime; privacy during visits, and
treatments; and opportunities to engage in religious, political, civic, recreationath@r social

activities.
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Facility leadership must be aware of the culture that exists in its facility and may use various
methods to assess the attitudes and values prevalent amongst staff. These methods include,

reviewing complaints or grievances,wiic coul d reasonably i mpact a r
or allegations of abuse, neglect or mistreatment. In order to identify whether staff supports each
residentdés quality of I|ife, | eadership should

interactionsbetween staff and residents. Negative observations could include staff actions such
as the following:

1 Verbalizing negative or condescending remarks, or refusing to provide individualized
care to a resident due to his/her age, race, or cognitive or physical impairments, his/her
political or cultural beliefs, or sexual preferences;

1 Dehumanizing an individal through verbal and nonverbal actions such as talking to
others over a resident without acknowledging his/her presence, treating the resident as if
he/she were an object rather than a human being, mistreating, or physically, sexually or
mentally abusin@ resident.

These types of staff actions and attitudes do not recognize nor value the individual. An
individual 6s | ife experiences, values, needs,
the extent possible, due to admission to a nursingehofneating a nursing home resident in

any manner that does n o twonhpdgoity ahdiadividualisyi dent 6 s
dehumanizes the resident and creates an environment that perpetuates an unhealthy, unsafe
attitude towards the resident(s).

In order to achieve a culture and environment that supports quality of life, the facility must

ensure that all staff, across all shifts and departments,, understand the principles of quality of

life, and honor and support these principles for each ergidnd thathe care and services that

are provided by the facility are persacne nt er ed, and honor and suppor
preferences, choices, values and beliefs.

The Link between Noncompliance at other Regulatory Tags and Noncompliance at Quulity

Life

Quiality of Life at F675 should not automatically be cited when noncompliance has been
identified i n Resi den t-NeglectRiothér tegulatQry tags,iurtflegs of Ca
the cumulative effect of the noncompliance creates an envirotima¢méflects a complete

di sregard of one -being, antbrises to theelsvel df éErmedsaie Jeapardyl.

See below for an example of noncompliance at F675 demonstrating the cumulative effect of
noncompliance at other tags for multipksidents

The facility failed to provide an environment which supported and enhanced each

resi dent 0 s whjchwaas the rgsultofthe cumbilaive effect of noncompliance

cited at dignity, abuse, staffing, and continence care. This noncommgheas found to

be pervasive and created an environment reflecting a complete disregard of one or more

r esi d e dbaing &d quality bf life, which has caused or is likely to cause serious
harm rel ated t o onworthpselfesteermard wellbesng.d ent s6 s el
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A complaint investigation revealed facility staff members posted unauthorized videos and
photographs on social media of several residents during bathing, going to the bathroom,
and grooming, including nude photos and photos of genitdiaa result, the residents
suffered public humiliation and dehumanizatidracility staff interviewed were aware of

this abuse, but did not report to administration due to fear of retaliation by the
perpetrators and fear of losing their jobs.

During aresident council meeting, several residents reported that they heard staff
describing the photos, laughing about the postings and had seen staff passing around cell
phones.As a result, the residents stated that they were afraid to take a shower or bath,
and extremely uncomfortable when requesting assistance to go to the bathroom because
they thought it might happen to them, and that they had shared these concerns with other
residentdés in the facility. (RAblise)r to nonc
When discussing going to the bathroom, the residents stated that in addition to being
afraid of asking for help, when they did, there were not enough staff to answer call

lights. They said that staff would ignore their call light, walk by or would @ngie

light and leave without assisting the residerihis had resulted in episodes of

incontinence of urine and feces, which they stated was extremely embarrassing,
humiliating and degrading to then{Refer to noncompliance cited at 483.10(a)(1), F550

T Dignity; 483.35, F725 Insufficient Staff, Nursing Services; and 483.25(e)(1), F690
Incontinence, Quality of Care.)

Several residents stated that they were afraid to ask for staff assistance for the need to

use the bathroom, based on their fear tethto the postings on social media.

addition, they stated that when they were receiving care, if staff pulled out a cell phone,
they didnét know if staff were taking and
When asked if these concerns had been reported smthmistration, the residents

stated that they identified the issue with the call lights and not enough staff multiple times
during council meetings, but that the administration only said, we will look into it, and
nothing was doneThey said they werdraid to report the cell phone concerns. One
resident said that an aide told him/her th
administrator, no one would help them and they would be transferred to another

facility. When the resident began to cry, thde laughed and walked out of the room,

verbally taunting him/her for crying.

See below for an example of noncompliance at F675 demonstrating the cumulative effect of
noncompliance at other tags for one resident:

The facility failed to provide anemvio n ment whi ch supported one
life, which was the result of the cumulative effect of noncompliance cited at 483.10(a),
Dignity, and 483.10(b)(2), Freedom from discrimination, F550; 483.12(a) Abuse;

483.10(h), Personal PrivadyF583; 48.10(f), SeHDetermination F561; 483.21(b),
Comprehensive, Persdbentered Care PlanningF656; and 483.60(c)(4), Menus and

Nutritional Adequacy F8 03. Thi s compl ete disregard of
caused serious harm related to her sedirth, selfesteem, and webleing.
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The surveyor identified a resident who was admitted 6 weeks ago, and had religious

beliefs which differed from the resident population in the nursing home, and those of the
staff. During interviews, the resident and her family reported that staff cotljimuade
derogatory remarks about the residentds cu
the resident, or while in the room providing ADL care to the resident. This occurred

during all shifts. Additionally, the resident reported that discrinomaremarks were

made by housekeeping and dietary staff as
particularly worse on weekends when facility leadership were not in the building. The
family members reported they would take turns visiting theeasion weekends, to

support the resident and assist with her care. When asked if this was reported to facility
management, the resident said her family had reported it to the Administrator on several
occasions, but that nothing had changed. Interview thigiAdministratorrevealed that
anin-servicewas planned for the future. (Refer to noncompliance cited at 483.10(a)(1),
Dignity, and 483.10(b)(2) Freedom from DiscriminatioR550, 483.12(a), Abusé

F600)

The resident described frequedcurrence®f disregard of her personal privacy

including not covering her body completely, allowing full view of her arms, legs and
buttocks when transporting her to the shower. The surveyor observed, on one occasion,
staff not pulling the privacy curtain when astgig her to dress, resulting in anyone

walking in the hallway being able to view her as she was dressed. (Refer to
noncompliance cited at 483.10(h), Personal Priva&b83)

On multiple occasions, the resident reported that she was assigned a malevegre g
which is against her religious belief that a person of the opposite sex cannot provide
care. On these occasions, the resident would tearfully refuse to get dressed, or call her
family to assist her. On at least one occasion, the resident was toroeckive a

shower with the assistance of a male aide, which resulted in the resident crying
uncontrollably until her family arrived. Progress notes in her medical record noted this
occasion as the resident becoming uncontrollable while receivingveesho

Additionally, when dressing her for the day, staff would not cover her hair, arms and
legs, and would say that her scarf was missing, only to be found when her family arrived.
On interview, staff said they were unaware that this was a violatioarothgion. This
noncompliance resulted in the resident frequently refusing to shower, or, according to
family, calling her family, begging for them to come get her dressed. (Refer to
noncompliance cited at 483.10(f), SBk¥termination F561.)

Thesu veyor observed the meal tray set up anc
preferences identified on the meal tray card and care plan. The resident reported that

this happened on most days, and even if she requested an alternative, she would be given

a food item that was prohibited according to her religion, and therefore, she would not

eat that meal. The residentbdés family stat
resident because she could not eat what was brought to her.

On interview, diadry staff stated they did not have the time to prepare a special diet for
this one resident, and stated to the surve
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they came to this country.o Addi tionally
aware of the dietary requirements of this r
consulting dietitian revealed that he/she was not aware that this resident had been
admitted to the facility, and she agreed t
religious preferences. (Refer to noncompliance cited at 483.60(c)(4), Menus and

Nutritional Adequacy F803)

e

Review of the residentédés care plans reveal
residentos preferences or done(Reertgp requirem
noncompliance cited at 483.21(b), Comprehensive, Petsartered Care Plan F656

As the result of cumulative effect of the noncompliance identified, this resident suffered
loss of religious and cultural identity, had ongoing feelingextfeme sadness and
humiliation, and expressed a wish to die.

F676
8483.24(a)Based on the comprehensive assessment of a resident and consistent with the
residentds needs and choices, the facility mu

ensure that aresident's abilities in activities of daily living do not diminish unless
circumstances of the individual's clinical condition demonstrate that such diminution was
unavoidable. This includegshe facility ensuring that:

8483.24(a)(1) A resident is given the appropriate treatment and services to maintain or
improve his or her ability to carry out the activities of daily living, including those specified in
paragraph (b) of this section é
8483.24(b) Activities of daily living.
The facility must provide care and services in accordance with paragraph (a) for the
following activiti es of daily living:
8483.24(b)(1)Hygienei bathing, dressng, grooming, and oral care,
8483.24(b)(2Mobilityd transfer and ambulation, including walking,
8483.24(b)(3)Elimination-toileting,
8483.24(b)(4)Dining-eating, including meals and snacks,
8483.24(b)(5)Communication, including

(i) Speech,

(i) Language,

(i) Other functional communication systems.

See Guidance at F677
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F677

§483.24(a)(2A resident who is unable to carry out activities of daily living receives the
necessary services to maintain good nutrition, grooming, and personal and oral hygiene;
and

DEFINITIONS

AOr a | refergt@tide maintenance of a healthy mouth, which inclooesnly teeth, but the

lips, gums, and supporting tissues. This involves not only activities such as brushing of teeth or
oral appliances, but also maintenance of oral mucosa.

RnSpeech, | anguage or other functional communi
effectively communicate requests, needs, opinions, and urgent problems; to express emotion, to
listen to others and to participate in social conversation whetlspeech, writing, gesture,

behavior, or a combination of these (e.g., a communication board or electronic augmentative
communication device).

AfAssi stance wreleratothd e s b alelity todse thétoilet room (or
commode, bedpanyrinal); transfer on/off the toiletlean themselveshangeabsorbenpadsor
briefs manage ostomy or catheter, and adjust clothes.

ATransfero refers to resi d-doffrond dedechair,l i ty t o mo
wheelchair, and standing pasits. (Excludes to/from bath/toilet.)

GUIDANCE

Theexistencef a cl inical diagnosis shall not justif
ADLs unless the residentés clinical picture r
conditonhags esul ted in an unavoidable decline in tfF

Conditions which may demonstrate an unavoidab
ADLs include but are not limited to the following
T The natural progression afdebilitatingdiseasevith known functional decline
1 The onset ofin acute episode causiphysical or mental disability while thesident is
receiving care to restore or maintain functional abilities; and
T The residentds or hingordiusercare amptreansent totrestbre v e 0 s
or maintain functional abilities after efforts by the facilityiiéorm and educate about
the benefits/riskef theproposed care and treatmemipunsel and/or offer alternatives to
the resident or representatividne decision to refuse care and treatmenistbe
documented in the clinical recor@ocumentation must includeterventions identified
on the care plan and place tominimize or decrease functional loss that were refused by
ther esi dent mpresantativand anyinteiventions that were substituteih
consent of the resident and/or representatoveninimize further declineNOTE: In
some cases, residents with dementia may resist the manner in which care is being
provided, or attempted,hich can be misinterpreted as declination of care. In some
cases the resident with dementia does not understand what is happening, or may be
fearful of unfamiliar staff, or may be anxious or frustrated due to inability to
communicate. Facility staff aresponsible to attempt to identify the underlying cause of
the fAirefusal/declinationo of care.
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1 Note also that depression is a potential cause of excess disability and, where appropriate,
therapeutic interventions should be initiatedllow up if the resident shows
signs/symptoms of depression even if not indicated on his or her MDS.

I f it is determined that the residentds inabi
an unavoidable decline, such as the progressionafthkes i dent 6 s di sease proc
must still determine that interventions to assist the resident are identified and implemented
immediately.

Appropriate treatment and services includes all care provided to residents by staff, contractors, or
volunteers of the facility to maximize thee s i d e n t Oabilitiés.u This includes @ain relief

and control, especially when it is causing a decline or a decrease in the quality of life of the
resident.

NOTE:For evaluating a reisngenhédshdDLs8 mrasi dentd
declined, improved, or stayed the same within the last twelve months, the following definitions

as speci fi eRdsidenhAstessmentSristeutnentqBAI) Mararal used in reference

to the Assessment Refererzate (ARD)

1 Independenti Resident completed activity with no help or oversight every time during
the 7day lookback period.

1 Supervisioni Oversight, encouragement or cueing provided 3 or more times during the
last 7 days.

1 Limited Assistance- Resident highly involved in activity and received physical help in
guided maneuvering of limb(s) or other repight bearing assistance 3 or more times
during the last tlays.

1 Extensive Assistance While resident performed part of activity over thstla days,
help of following type(s) was provided 3 or more times;

a. Weightbearing support provided 3 or more times; or
b. Full staff performance of activity during part (but not all) of last 7 days.

1 Total Dependence Full staff performance of an actiyiwith no participation by
resident for any aspect of the ADL activity. Resident was unwilling or unable to perform
any part of the activity over entireday lookback period.

PROCEDURES 8§483.2%)(1, 35)
Usethe Activities of Daily Living Critical EI ement (CE) Pathway, along with the above
interpretive guidelineswhen determining ifacility practicesare in place to identify, evaluate,
and intervene to, maintain, improwe,prevent an avoidable decline ADLs. In addition, use
this pathway for the resident who is unable to perform ADLSs.
Briefly review the most recent comprehensive assessment, care plan, physician snetsas
ADL documentation/flow sheeats various shiftsto identify whether th&cility has:
1 Recognized and assessed an inability to perform ADLS, or a risk for decline in any ability
they have to perform ADLs;
1T Devel oped and i mplemented iIinterventions 1in
needs, goals for care, preferences, amcbgnized standards of practice that address the
identified limitations in ability to perform ADLS;
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f Monitored and evaluated the residentdos res
treatment; and
1 Revised the approaches as appropriate.

NOTE: For concerns related to facility failure to provide care, services, equipment or
assistance to a resident with limited mobility, refer to F688, Mobility.

F678

8483.24(a)(3) Personnel provide basic life support, including CPR, to a resident requiring

such emergency care prior to the arrival of emergency medical personnel and subject to
related physician orders and the residentos a

INTENT 8483.24(a)(3)

To ensure that each facility is able to and does provide emergency basic life sopediately

when needed, including cardiopulmonary resuscitation (CPR), to any resident requiring such

care prior to the arrival of emergency medical personnel in accordance with related physicians
orders, such as DNRs, aws the residentds adva

DEFINITIONS §483.24(a)(3)

AAdvanc e igdefinedadaiwriteroinstruction, such as a living will or durable power of
attorney for health care, recognized under State law (whether statutory or as recognized by the
courts of the State), relatinto the provision of health care when the individual is incapacitated.
42 C.F.R. 8489.100. Some States also recognize a documented oral instruction.

ABasi c | iidadevetdalpedicalcar®which is used for victims oftlifeatening
illnessesor injuries until they can be given full medical care at a hospital, and may include
recognition of sudden cardiac arrest, activiation of the emergency response system, early
cardiopulmonaryresuscitationand rapid defibrillation with an automatied exted

defibrillator, if available.

ACardi opul monary referstoanyg iedieat inteovantion GsBdRQ réstore
circulatory and/or respiratory function that has ceased.

fiCodeStatus refers to the | evel of tonlevkistartad iftheint er v e
heart or breathing stops.

fiDo Not Resuscitate(DNR) Order r ef er s t o a medi cal order i ss
authorized norphysician practitioner that directs healthcare providers not to administer CPR in

the event of caiidc or respiratory arrest. Existence of an advance directive does not imply that

a resident has a DNR order. The medical record should show evidence of documented

discussions leading to a DNR order.

GUIDANCE 8483.24(a)(3)

In keeping with the requiremeatt A483. 24 to fiprovide the neces
attain or maintain the highest practicable physical, mental, and psychosocidbewed] of the
residento facilities must ensure that proper.|
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HealthcareProviders) are available immediately (24 hours per day) to provide basic life

support, including cardiopulmonary resuscitation (CPR), to residents requiring emergency

care prior to the arrival of emergency medical personnel, and subject to acceptestsmode
guidelines, the residentds advance directives

The American Heart Association (AHA) publishes guidelines every five years for CPR and
Emergency Cardiovascular Care (ECC). These guidelines reflect global resuscitation science
and treatment recommendations. In the guidelines, AHA has established evibesedd
decisionmaking guidelines for initiating CPR when cardiac or respiratory arrest occurs in or
out of the hospital.

The AHA urges all potential rescuers to initiate CRfReas a valid Do Not Resuscitate (DNR)
order is in place; obvious clinical signs of irreversible death (e.g., rigor mortis, dependent
lividity, decapitation, transection, or decomposition) are present; or initiating CPR could cause
injury or peril to the escuer.

If a resident experiences a cardiac or respiratory arrest and the resident does not show
obvious clinical signs of irreversible death (e.g. rigor mortis, dependent lividity,
decapitation, transection, or decomposition), facility staff must prdade life support,
including CPR, prior to the arrival of emergency medical services,
T in accordance with the residentdés advance
such as code status, or
1 in the absence of advance directives or a DNR order.

Facilities must have systems in place supported by policies and procedures to ensure there are
an adequate number of staff present at all times who are properly trained and/or certified in
CPR for Healthcare Providers to be able to provide CPR until emeygedical services

arrives.

Additionally, facilities should have procedur
regarding issues like CPR. Physician orders to support these choices should be obtained as

soon as possible after admission, or a @m resident preference or condition, to facilitate

staff in honoring resident choices. Facility policy should also address how resident preferences

and physician orders related to CPR and other advance directive issues are communicated
throughout thedcility so that staff know immediately what action to take or not take when an
emergency arises. Resident wishes expressed through a resident representative, as defined at
483.5, must also be honored, although, again physician orders should be obtasweoh @S

possible.

Facility staff should verify the presence of
regard to CPR, upon admission. This may be done while doing the admission assessment. If the
resident 6s wi shes @ioneordets, dr if teeraémission brieasmlo noth e a d mi
address the residentds code status and the re
should i mmediately document the residentobs wi
physician to obtain therder.
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Whil e awaiting the physiciands order to withh
document discussions with the resident or resident representative, including, as appropriate, a
residentds wish to ref us e atGPPRCPRbyAtesident,oiifni mu m,
applicable a residentds representative, shoul
individual States may have more specific requirements related to documenting verbal directives.
Whi |l e t he phy s ing,istaffrsiiosld honordhe documsnteg \eeral wishes of the
resident or the residentds representative, re

Advance Directives

The right to formulate an advance directive applies to each and every resident and facilities must
inform residents afheir option to formulate advance directives. If a resident has a valid
Advance Directive, the facilitybés care must r
Directive, in accordance with statettd aw. (Re
Formulate an Advance Directive.)

NOTE: The presence of an Advance Directive does not absolve the facility from giving
supportive and other pertinent care, including CPR and other basic life support that is not
prohibited by the Advance Directive. The presence of a "Do Not Resuscitate" (RERisaot
sufficient to indicate the resident is declining other appropriate treatment and services. It only
indicates that the resident should not be resuscitated if respirations and/or cardiac function
ceases.

Facility Policies
Facility policies shold address the provision of basic life support and CPR, including:
1 Directing staff to initiate CPR when cardiac or respiratory arrest occurs for residents
who do not show obvious clinical signs of irreversible death and:
o Who have requested CPR in their adee directives, or
o Who have not formulated an advance directive or,
o Who do not have a valid DNR order.
1 Ensuring staff receive certification in performance of CPR (CPR for Healthcare
Providers).

Facility policies must not limit staff to only calling BWhen cardiac or respiratory arrest

occurs. Prior to the arrival of EMS, nursing homes must provide basic life support, including
initiation of CPR, to a resident who experiences cardiac or respiratory arrest in accordance with
t hat r esi deaettivésorinahd absemae ef adlance directives or a DNR order. CPR
certified staff must be available at all times to provide CPR when needed.

The presence of afacililyi de fAino CPRO policy interferes wit
anadvancediret i ve and should be cited at A483.10(c)
an Advance Directive. Surveyors should attempt to determine if there were residents who could
have been negatively affected by83t24aQ3)f aci l ity
F678.
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CPR Certification

Staff must maintain current CPR certification for Healthcare Providers through a CPR provider
whose training includes hands practice and ifperson skills assessment; onloely

certification is not acceptable. CRrtification that includes an online knowledge component,
yet still requires an igperson demonstration and skills assessment to obtain certification or
recertification, is acceptable.

For concerns related to the qualifications of staff performing GR&survey team should also
consider 8483.21(b)(3)(ii), Services Provided by Qualified Persons, F659.

INVESTIGATIVE PROTOCOL:
Procedure
Record Review
Ask to review the facility policies for:
1 CPR
1 Advance Directives and/or
1 Code Status
Review facilitypolicies to ensure:
1 Staff are directed to initiate CPR when cardiac or respiratory arrest occurs for residents
who do not showbvious clinical signs of irreversible deahd:
o who have requested CPR in their Advance Directive; or
o who have not formulateah Advance Directive; or
o who do not have a valid DNR order;
1 Staff are expected to be certified in CPR for Healthcare Providers;
Review facility records verifying staff certification in CPR for Healthcare Providers
Review the residetetminsiff medi c al record to de
1 The resident has an advanced directive in place. If so:
o Does the residentdos code status reflect t
Directive?
o Does the MDS indicate that the resident has an advanced directive?
1 The interdisciplinarjteam has reviewed the Advanced Directive on a regular basis with
the resident, or representative to ensure that it is current?

Interview
Interview the resident or their representative to determine:
T I'f they have formul ated an Advance Directi

orders);
1 If staff review the Advance Directive at least quarténith care planning) to see if it
still reflects the residentds wishes.

Interview nursing staff tdetermine:
T How they know each residentds code status;
1 Who is responsible for performing CPR;

KEY ELEMENTS OF NONCOMPLIANCE:
To cite deficient practice at F678, the surveyor's investigation will generally show that the
facility failed to do any one of thellowing:
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1 Provide basic life support, including CPR to a resident who required emergency life

support and/or resuscitative care; or

Ensure availability of staff who can provide CPR.

Have appropriate policies directing staff whenniiate basic life suport;

Ensure staff is familiar with facility policies related to CPR;

Ensure staff knows how to confirm resident
Ensure staff maintain current CPR certification for healthcare providers through a CPR
provider whose traimg includes handsn practice and ifperson skills assessment.

= =2 = =8 9

DEFICIENCY CATEGORIZATION §483.24(a)(3)

In addition to actual or potential physical harm, always consider whether psychosocial harm has
occurred when determining severity level. (8ppendix P, Section IV, E, Psychosocial

Outcome Severity Guide).

Examples of Severity Level 4 Noncompliance Immediate Jeopardy to Resident Health or
Safety include, but are not limited to:

Failure to provide, or a delay in providing, CPR to a resideith no advance directive, who
collapsed in the dining room.

Facility implementation of a No CPR policy resulting in psychosocial harm to residents who
became distraught that they would have to relocate or have to sign a DNR.

Severity Level 3 Consideratns: Actual Harm that is Not Immediate Jeopardy

CMS believes that noncompliance related to any of the key elements listed above with an actual
or potential outcome to one or more residents would result in Immediate Jeopardy, therefore no
example of leved severity is given.

Severity Level 2 Considerations: No Actual Harm, with Potential for More than Minimal

Harm, that is Not Immediate Jeopardy

Noncompliance that results in no more than minimal physical, mental, and/or psychosocial
discomfort to the raedent, and/or has the potential (not yet realized) to compromise the
residentdés ability to maintain and/or reach h
psychosocial wellbeing.

An example of a resident outcome that demonstrates severityedt2may include, but is not
limited to:

Failure to ensure all facility staff received training in CPR for Healthcare Providers, resulting in
some staff responsible for providing CPR not receiving the correct CPR training.

Severity Level Lonsiderations: No Actual Harm, with Potential for Minimal Harm
Noncompliance that has the potential for causing no more than a minor negative impact on the
resident(s).

Severity Level 1 does not apply for this regulatory requiréiecausefte failureof the facility
to be able to provide basic life support, including CPR, by properly trained staff in accordance
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with facility policies, a d v a n geatesdhe potentilifov e s  an
more than minimal harm

F679

§483.24(c)Activities.

§483.24(c1) The facility must provide, based on the comprehensive assessment and care
plan and the preferences of each resideam ongoing programto support residents in their
choiceof activities, both facility-sponsored group and indivigal activities and independent
activities,designed to meet the interestsf and supportthe physical, mental, and
psychosocial welbeing of each residentencouraging both independence and interaction in
the community.

INTENT 8483.24(c)

To ensure that facilities implement angoing resident centerattivities program that

incorporates h e r eisterests, hobbiesnd culturalpreferences which is integral to

mai ntaining and/ or i mproving a areldbeijaadt 6s phy
independence. To create opportunities for each resident to have a meaningful life by supporting
his/her domains of wellness (security, autonomy, growth, connectedness, identity, joy and

meaning).

DEFINITIONS §483.24(c)

i Act i vefettdo agemdeavor, other than routine ADLSs, in which a resident participates that
is intended to enhance her/his sense of-iveithg and to promote or enhance physical, cognitive,
and emotional health. These include, but are not limited to, actithtépromote selésteem,
pleasure, comfort, education, creativity, success, and independence.

NOTE: ADL-related activities, such as manicures/pedicures, hair styling, and makeovers, may
be considered part of the activities program.

GUIDANCE 8483.24€)

Research findings and the observations of positive resident outcomes confirm that activities are

an integral component of residentsd | ives. R
involvement should be meaningful. Activities are meaningfulwheay r ef |l ect a per s
interests and lifestyle, are enjoyable to the person, help the person to feel useful, and provide a
sense of belongind/aintaining contact and interaction with the community is an important

aspect of deingand folaes feelivge df tonnectedness and sstieem.

Involvement in community includes interactions such as assisting the resident to maintain his/her
ability to independently shop, attend the community theater, local concerts, library, and

participate in conmunity groups.

Activity Approaches for Residents withementia

All residents have a need for engagement in meaningful activities. For residents with dementia,

the lack of engaging activities can cause boredonelinessand frustration, resulting in

di stress and agitation. Activities must be i
previouslifestyle(occupation, family, hobbies), preferences and comforts.
https://www.caringkindnyc.org/_pdf/CaringKisalliativeCareGuidelines.pdf
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